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ABSTRACT
Draper-Lowe, London. Exploring the Lived Experience and Meaning of Resilience for
Nurses: A Descriptive Phenomenological Inquiry. Published Doctor of
Philosophy dissertation, University of Northern Colorado, 2016.

Using descriptive phenomenological investigation, this study shed light on the
phenomenon of resilience for nurses in high acuity clinical settings. The purpose of
this study was to explore, understand, and describe experiences of resilience by nurses
in the clinical setting who demonstrate characteristics of resilience and investigate the
meaning these experiences held for them. Another purpose for this study was to
increase the knowledge base that nurses and nurse educators have regarding resilience
including what factors contribute to the emergence and maintenance of resilience.
One-on-one interviews with 14 female nurses and one male nurse who had five or
more years of current or previous full time work experience in the intensive care unit,
emergency room, neonatal intensive care unit, or intermediate care unit not only
provided a description of how resilience appears to the individual nurse, but how the
phenomenon is present within the intersubjective nurse community. Seven themes
were identified in the study: (a) Theme 1, Communication with Peers and Others; (b)
Theme 2, Personal Fortification and Protection; (c) Theme 3, Managing and
Processing Experiences; (d) Theme 4, Utilizing Supportive Resources; (e) Theme 5,
Gaining and Applying Knowledge; (f) Theme 6, Connection with Patient and Family;
and (g) Theme 7, Recognizing the Meaning and Impact of Experiences. Findings
iii

which emerged from the data indicate that experiences with resilience play a role in
fostering career longevity as well as individual well-being for nurses and their
patients. It is recommended the profession explore ways of creating and incorporating
effective educational/support programs intended to cultivate resilience into the
curriculum and clinical setting with the objective of fortifying the ability of nurses to
combat the negative effects of stressful and traumatic workplace environments.
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CHAPTER I

INTRODUCTION

It has been said that hard and tough and challenging situations create character.
I think they actually reveal character . . . all the things you are and have learned
come out. (Viesturs, 2010)
Background
Nursing in the 21st century can be a demanding and stressful profession which
has the potential to push nurses to the brink, or past the threshold, of their personal
resources. Nurses who are unable to manage extreme environmental stressors
frequently exhibit signs of burnout syndrome (BOS) and/or post-traumatic stress
disorder (PTSD) (Mealer et al., 2012). However, in the midst of excessive adversity
some individuals not only have the ability to cope with situational demands but also
thrive. These individuals are known as resilient, and the phenomenon of resilience is
becoming increasingly important in the modern world of nursing. Resilience has been
defined as “the capacity to survive and to adapt to adversity” (Kim & Windsor, 2015,
p. 22). The construct of resilience has been studied for many years in the
psychological and sociocultural domains, but research specific to the profession of
nursing is limited. Several authors (Kim & Windsor, 2015; Kornhaber & Wilson,
2011; Mealer et al., 2014; Wei & Taormina, 2014) have shown, however, that
resilience can be learned, and this idea is critically important for nursing and nursing
education as resilience has been acknowledged to be “one of the most important
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factors in facilitating successful adaptation following exposure to a traumatic event”
(Mealer et al., 2014, p. e98).
Further, research in other fields has demonstrated that particular elements have
the potential to foster individual resilience including development of constructive
support systems, promotion of physical well-being, and expansion of active coping
skills. The resilience advantage for nurses includes areas such as increased workplace
satisfaction, increased patient safety and quality of care, increased self-esteem and
self-efficacy, decreased burnout, lessened anxiety, and reduced turnover (Kim &
Windsor, 2015; Kornhaber & Wilson, 2011; Mealer et al., 2014; Mealer et al., 2012;
Wang, Liu, & Wang, 2015). Nevertheless, the profession of nursing has only begun to
explore the phenomenon of resilience, and studies vary drastically in their design,
depth, and breadth. There are many questions that remain unanswered such as, how
do nurses experience the phenomenon of resilience? Are there aspects of the
experience of resilience that are unique to the profession of nursing? Is the
phenomenon of resilience universal across settings/units, or does it vary within
specialty areas? In the future, what types of educational programs could be designed
and implemented to foster resilience for nurses based on research findings? These
types of inquiries are just beginning to be examined within the nursing realm.
Statement of the Problem
Nursing Today
Nurses today face unprecedented and growing challenges working in the
modern healthcare system. Mealer et al. (2014) noted the precarious shortage of
registered nurses (RNs) nationwide, particularly in high acuity areas such as the
intensive care unit (ICU) where annual turnover rates have been noted to exceed “25%
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to 60%” (p. e98). In September of 2014, the Robert Wood Johnson Foundation
highlighted a study by Kovner, Brewer, Fatehi, and Jun (2014) which examined nurse
turnover. The study revealed that “17.5 percent of newly licensed RNs leave their first
nursing job within 12 months, and one in three (33.5 percent) leave within two years”
(Robert Wood Johnson Foundation, 2014, para 2). Kovner et al. also emphasized that
“total yearly organizational costs for new RN turnover is $1.4 to 2.1 billion” (p. 64).
Contributing factors for current and future nursing shortages are multifactorial and
include areas such as high patient workloads, high patient acuities, understaffed units,
high-stakes decisions, workplace tensions and violence, high patient morbidity and
mortality, as well as frequent conflicts in dealing with ethical dilemmas (Foureur,
Besley, Burton, Yu, & Crisp, 2013; McDonald, Jackson, Vickers, & Wilkes, 2015;
Mealer et al., 2014; O’Mahony, 2011; Van Bogaert, Clarke, Roelant, & Meulemans,
2010). Consequently, role strain in the workplace puts nurses (particularly those in
high acuity areas) at great risk for depression, substance abuse, irritability, anxiety,
sleep difficulties, impaired immune response, and gastrointestinal disorders.
Excessive stress also contributes to increased rates of negative psychological sequelae
such as compassion fatigue and emotional exhaustion associated with BOS, anxiety
disorders, and PTSD—all of which impair judgment and decision-making capabilities,
impact patient safety, and contribute to high rates of turnover (Adriaenssens, De
Gucht, & Maes, 2015; Chang & Chan, 2015; Mealer et al., 2014; Mealer & Jones,
2013; Mealer et al., 2012; Ribeiro et al., 2014; Wang et al., 2015).
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Nurse–to–Patient Ratios, Patient
Outcomes, and Quality Care
In 2004, the Institute of Medicine of the National Academies released a report
entitled, Keeping Patients Safe: Transforming the Work Environment of Nurses. This
report recognized the importance of appropriate staffing (nurse–to–patient ratios) as
well as appropriate skill mix according to patient acuities. Since that time, research
has demonstrated an increase in risk of death for patients (6% or greater) where
nursing staff shortages exist. The literature also advises that nurse–to–patient ratios of
4:1 (or less) are necessary for optimal patient outcomes. Further, research has shown
that nurses who are subjected to inadequate staffing levels leave their positions
(Adriaenssens et al., 2015; Aiken et al., 2010; Needleman et al., 2011; Ribeiro et al.,
2014; Rosenberg, 2011). In accordance with this, Hairr, Salisbury, Johannsson, and
Redfern-Vance (2014) examined the relationship between staffing, job satisfaction,
and nurse retention in acute care hospital environments. The authors found job
satisfaction to be the primary indicator of whether or not a nurse will remain in a
position, and job satisfaction was negatively correlated with environmental stress and
the number of patients assigned. As noted above, nurse turnover is known to be costly
in terms of finances with estimates ranging from $42,000 to $80,000 to hire and orient
new nurses. Nurse turnover has also been shown to negatively impact patient
outcomes and quality of care for patients—including increases in length of stay,
proliferations in hospital-acquired infections, escalation in medical errors, and
increases in sentinel events (Brunetto et al., 2013; Buerhaus, 2010; Hart, Brannan, &
De Chesnay, 2014).
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By 2025, it is estimated the nursing shortage will swell to 260,000 to 400,000
RNs (American Association of Colleges of Nursing, 2012; Buerhaus, Auerbach, &
Staiger, 2009; Hussain, Rivers, Glover, & Fottler, 2012). This pending nursing
shortage threatens to affect individual nurse well-being as well as the quality of patient
care. It is repeatedly demonstrated in the literature that nursing shortages, as well as
support staff shortages, contribute to increases in workload and escalating rates of
nurse burnout, causing an even greater number of nurses to leave the profession
(Breen & Sweeney, 2013; Buerhaus et al., 2007; Ferrell, James, & Holland, 2011;
Hussain et al., 2012; O’Mahony, 2011; Toh, Ang, & Devi, 2012; Wang et al., 2015).
Nursing shortages, due to turnover and/or inadequate staffing, also impact patient care
by limiting the amount of time a nurse can spend with individual patients as well as
limiting opportunities for interdisciplinary collaboration. Both factors are associated
with patient safety as well as a nurse’s ability to identify impending complications
early (Aiken, Xue, Clarke, & Sloan, 2007; Brunetto et al., 2013; Wang et al., 2015).
Tourangeau, Thomson, Cummings, and Cranley (2014) noted that economic upheaval
seen during the recession, which began in 2007, significantly lessened predicted
nursing shortages because experienced nurses were remaining in their positions and
older nurses were not retiring “despite declining job satisfaction” (p. 146). The
authors noted this period of growth has created a false sense of security, and measures
to improve individual nurse health and job satisfaction will lessen the impact of future
predicted shortages.
Dotson, Dinesh, Cazier, and Spaulding (2014) also emphasized that despite
recent growth, it will be critical for the profession of nursing to retain RNs. New
models of care mandated by healthcare reform, the aging baby-boomer population,
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retiring RNs, and the fluctuating economy all place added demands on the profession
of nursing—particularly at the advanced-practice and leadership levels. Their study of
over 800 RNs in the southeastern United States demonstrated retention rates for
younger, newly-licensed RNs are poor due to high levels of burnout and escalating
intent to leave the profession. “Nurses report feeling physically exhausted and
emotionally drained because of increased patient loads as well as the conditions under
which they must work” (p. 111). The authors highlighted nurse stress as a major
factor in nurse satisfaction and noted the turnover model predicts that leaving a job is
often the result of a “shock or trauma” encountered by the nurse (p. 112). Traumatic
events, such as medical errors which result in patient injuries and patient deaths, as
well as lateral violence, or other types of violence, “may cause nurses to leave their
jobs immediately” (p. 112). The authors underscored the importance of fostering
organizational support for nurses and developing educational programs to assist nurses
with stress and trauma.
A Look to the Future
It is estimated that 75 million baby boomers will utilize health services to some
extent between 2015 and 2050 (Hussain et al., 2012). This will cause considerable
strain on nursing—a profession projected to play an integral role—and experts assert
the impact will require increased support systems for nurses across the United States
(American Association of Colleges of Nursing, 2012). As noted above, the literature
demonstrates that insufficiencies in staffing contribute to increases in workload and
professional role strain which, in turn, creates a stressful working environment and
augments rates of nurse burnout and absenteeism (Ferrell et al., 2011; O’Mahony,
2011). The American Academy of Nurses as well as the American Nurses
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Credentialing Center noted that when nurses were supported via programs and
professional resources, nurse stress levels were decreased and retention rates were
increased (American Nurses Credentialing Center, 2007). In association with
concerns regarding nurse retention, nurse burnout, and quality of care, resilience is a
construct that has garnered growing attention. The challenge for nursing is to explore
the concept of nurse resilience in depth in an effort to increase understanding
regarding factors that foster resilience and/or promote its development. Developing a
thorough understanding of this construct will be essential for strengthening the nursing
workforce in the years to come. The fundamental inquiry then becomes, for nurses
and the profession of nursing, what characterizes the phenomenon of resilience and
what factors contribute to the emergence and maintenance of resilience? Study of the
lived experiences of nurses who have personal experience with resilience may shed
added light on this important question.
Purpose of the Study
The purpose of this study was to explore, understand, and describe experiences
of resilience by nurses in the clinical setting who demonstrate characteristics of
resilience and investigate the meaning these experiences hold for them. Another
purpose for this study was to increase the knowledge base that nurses and nurse
educators have regarding resilience including what factors contribute to the emergence
and maintenance of resilience. This knowledge has the potential to enable the
profession to design effective educational/support programs intended to cultivate
resilience and fortify the ability of nurses to combat the negative effects of stressful
and traumatic workplace environments.
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Significance of the Study
Recommendations from
Nursing Research
Historically, the constructs of trauma, stress, and resilience have been studied
in depth in various disciplines such as psychology and developmental psychiatry for
over 40 years. However, investigations into the phenomenon of resilience in nursing
have only started to proliferate within the past two decades—with an average of one to
two studies per year during the last decade. Hence considering the fact that nursing is
a worldwide profession involving millions of individual nurses, this scarcity in
resilience research limits scope and applicability. Chapter II will present an in-depth
review of relevant research and nursing literature to date, but analysis of available
studies reveals more research is needed. In a recent integrative review of resilience in
nursing, Hart et al. (2014) wrote, “If experienced nurses have difficulty coping with
today’s pressures, new graduates are even more at risk for burnout” (p. 721). The
authors noted a repeated call from nurse researchers to explore factors which “enable
nurses to bounce back from adversity” and to “look for solutions” (p. 721) that will
support nurses in preserving individual well-being, fostering quality of patient care,
and maintaining employment in a profession with known challenges. Kim and
Windsor (2015) reiterated that the state of resilience research in nursing “points to a
need for further research” (p. 26) including studies which examine essential attributes
enabling nurses to adapt and thrive in the current nursing climate. Wei and Taormina
(2014) recommended future research investigate the phenomenon of resilience
including “possible factors that foster resilience” (p. 356). Hart et al. (2014)
emphasized,
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It is important for nursing to understand why some nurses are resilient in the
workplace and others are not in order to provide support, foster a positive work
culture, and to develop programs to help nurses become and stay resilient
within today’s healthcare environment. (pp. 731-732)
That was precisely the aim of this study.
Nurse Stress
Pipe et al. (2012) conducted a study which identified workplace stress “as a
challenging and ongoing issue” (p. 11) and determined that incorporation of
workplace interventions designed to promote strategies for enhanced well-being and
positive coping were effective in reducing levels of stress and fostering characteristics
of resilience. The authors also identified the importance of nursing leadership in
promoting positive and healthy work environments that support nursing staff. Based
on participation in a positive psychology program designed to increase resilience,
nurses reported enhanced critical thinking and decision-making skills, augmented
composure and ability to function under stress, improved personal confidence,
increased ability to listen more fully and non-reactively, as well as increased feelings
of empowerment. When resilience was fostered, nurses also noticed fewer physical
effects related to stress. One participant noted, “I wish I had learned this in nursing
school; it would have helped me avoid burnout” (p. 20). The authors underscored that
continued research should focus on augmenting nursing knowledge of resilience in a
dedicated effort to design educational and support programs to strengthen the ability
of nurses to mitigate the negative effects of stress.
Recommendations of Professional
Organizations
The American Nurses Association (2010) recognized the stressful nature of
nursing and asserted, “burnout and compassion fatigue are real risks” (p. 28). In
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accordance with this, the American Nurses Association made the following
declaration: “The need for self-care becomes an essential task for the professional,
rather than merely a beneficial exercise” (p. 28) and recommended that nurses be
assisted in ameliorating the negative effects of stress through psychological and social
support programs, as well as “other avenues” (p. 28). The American Psychological
Association (2015) supports the American Nurses Association position and
emphasized that a psychologically healthy workplace is essential for reducing chronic
work stress, anxiety, and depression. Developing a greater understanding of the
construct of resilience in nursing provides the profession the opportunity to develop
supportive strategies for promoting nurse resilience.
Research Question
This study was designed to investigate the “what” of the phenomenon of
resilience in nursing (Creswell, 2013). The research question explored by this
qualitative inquiry was:
Q1

What is the lived experience of nurses in the clinical setting related to
the construct of resilience, and what meaning does resilience hold for
them?
Overview of Methodology and Theoretical Framework

Phenomenology
This study utilized phenomenology as the qualitative methodology for
exploring, understanding, and ultimately describing lived experiences of resilience by
nurses in the clinical setting. The theoretical underpinnings of phenomenology will be
discussed further in Chapter III. There are two main types of phenomenology
commonly used in research: Husserlian (descriptive) and Heideggerian (interpretive).
The primary differences between the descriptive and interpretive approaches are how
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the findings are generated and how the findings are utilized to augment professional
knowledge. The descriptive approach was chosen as the best method for answering
the research question and achieving the purpose and aims of the study.
Husserlian/descriptive phenomenology developed by Husserl (1859–1938) is utilized
when researchers seek to describe the universal structures of a phenomenon and also
when the ultimate goal is to develop future clinical interventions. This approach is
advantageous for uncovering essences of a phenomenon that have been incompletely
conceptualized by prior research.
Husserlian/descriptive phenomenology views each participant in the study as
one representative of the world in which he or she lives and is grounded on the belief
that consciousness is what humans share. An important and essential component of
descriptive phenomenology is the process of bracketing, wherein the researcher
actively strips or holds in abeyance all preconceptions, prior expert knowledge,
personal knowledge, and personal biases throughout the entire process of investigation
(Husserl, 1970; Lopez & Willis, 2004; Wojnar & Swanson, 2008). The process of
bracketing will also be discussed further in Chapter III.
Constructivist Self-Development
Theory
The constructivist self-development theory (CSDT) developed by McCann and
Pearlman (1990) provided the theoretical framework for this study and will be
discussed in detail in Chapter II. The CSDT falls under the category of trauma theory
and is founded on the constructivist paradigm which emphasizes that individuals
create their own reality. Hence when traumatic events are encountered, individuals
view the event and assign meaning to the event based on their own unique perspective.
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The CSDT provides a means for exploration of individual experiences with adversity
and trauma, including a means for understanding the process by which a person’s
unique history, personal capacities and resources, as well as particulars of a given
event all play a role in individual adaptation. Thus the theory is interactive, that is, “it
focuses on the complex interaction between person and environment” (McCann &
Pearlman, 1990, p. 10). From the perspective of the CSDT, exposure to traumatic
events requires individual response and adaptation. Examples of adaptations that
allow individuals to cope with the threat the trauma has posed to personal well-being
include symptoms of PTSD (negative adaptation) or indications of post-traumatic
growth (positive adaptation) (McCann & Pearlman, 1990; Saakvitne, Tennen, &
Afleck, 1998).
Individual nurses respond to stressors and traumatic events in the clinical
environment in distinct ways based on their knowledge, experience, personal
strengths, and available resources. Examination of the lived experiences of nurses
naturally include exploration of the person’s interpretation of reality, and the CSDT
provides the groundwork for understanding unique aspects of individual response and
adaptation. After exposure to a distressing incident, “the individual must integrate the
event and its context and consequences into his or her existing schema including
beliefs about self and others” (Saakvitne et al., 1998, p. 283) through cognitive
assimilation or accommodation (discussed in detail in Chapter II). Various factors
impact how events are cognitively processed. The main factors include the severity of
the event as well as how the individual experienced the event somatically,
interpersonally, and affectively (Saakvitne et al., 1998). In the healthcare setting,
nurses frequently interact with distressed and traumatized patients and families.
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Additionally, through the course of their career nurses are exposed to various
conditions which create adversity, stress, and/or trauma on a continual basis. These
two elements combined make the CSDT ideal for conceptualizing the impact of these
events. Through the lens of the CSDT, challenges and traumatic events encountered
by nurses in the clinical setting can be explored through the inner experience of the
individual.
Definition of Terms
In this research, resilience was defined as the capacity to adapt and thrive
amidst adverse working conditions (Kim & Windsor, 2015; Stagman-Tyrer, 2014;
Wei & Taormina, 2014). Adversity is a “state of hardship or suffering associated with
a trauma, difficulty, distress, or tragic event” (Jackson, Firtko, & Edenborough, 2007,
p. 3), and workplace adversity can be viewed as “any negative, stressful, traumatic, or
difficult situation/episode of hardship that is encountered in the occupational setting”
(Jackson et al., 2007, p. 3; also in Luthar, Cicchetti, & Becker, 2000; Rutter, 1979).
Adaptation is defined as “integration of the traumatic event into existing schema
through assimilation or accommodation in an effort to reestablish equilibrium”
(McCann & Pearlman, 1990, pp. 50-51). Exposure to trauma can result in either
positive or negative adaptation, including positive or negative restructuring of schemas
(McCann & Pearlman, 1990).
Thriving/thriving at work is defined as “a state in which individuals experience
both a sense of vitality and a sense of learning when embedded in organizational
settings” (Boyd, 2015, p. 796). Vitality is “an energized state where individuals feel
passion and excitement for their work,” while learning is “the acquisition of new
knowledge and skills” (Boyd, 2015, p. 796). Both vitality and learning are necessary
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conditions to achieve thriving. Thriving has been theoretically associated with the
concept of resilience and is linked through adaptation which includes resilient
reintegration (discussed in Chapter II), wherein individuals gain insights and
experience personal growth as a result of exposure to adversity (Fleming & Ledogar,
2008; Kimhi & Eshel, 2015; Masten, 2015; Pangallo, Zibarras, Lewis, & Flaxman,
2015). Information related to the above terms and definitions will be discussed in
greater depth in Chapter II, including specific information on resilience outcomes,
characteristics of resilience, and trajectories of adaptation.
The list below includes a collection of terms and definitions associated with
CSDT that could have surfaced during data collection and/or data analysis (McCann &
Pearlman, 1990):
Emotional trauma. “An emotional state of discomfort and stress resulting
from memories of an extraordinary, catastrophic experience which shattered the
survivor’s sense of invulnerability to harm” (McCann & Pearlman, 1990, p. 13).
Gross stress. “Any unusual influence or force perceived as threatening a vital
goal or need of an individual” (McCann & Pearlman, 1990, p. 13).
Memory/traumatic memory.
a. An associative network of semantic concepts and schemata that are used to
describe events.
b. Schema that store verbal and imagery sensations that can be emotionally
painful and disruptive.
c. A set of descriptions based in the imagery system of memory which might
include sounds, tactile sensations, odors, and visual images. (McCann &
Pearlman, 1990, pp. 27-28)
Trauma/psychological trauma. An experience is defined as traumatic if it is:
(a) sudden, unexpected, or non-normative, (b) exceeds the individual’s perceived
ability to meet its demands, [and] (c) disrupts the individual’s frame of reference and
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other central psychological needs and related schemas (McCann & Pearlman, 1990, p.
10).
Vicarious trauma/vicarious traumatization.
Transformation that occurs within a caregiver as the result of empathetic
engagement with a client’s/patient’s trauma experiences and their sequelae.
Such engagement includes listening to graphic descriptions of horrific events
and bearing witness to people’s cruelty to one another. (Pearlman &
Saakvitne, 1995, p. 31)
For nurses, vicarious traumatization also includes witnessing the physical,
psychological, and/or emotional outcomes of horrific accidents and events.
Delimitations and Limitations
Delimitations
Delimitations are limiting characteristics (or defined boundaries) in the scope
of the study which are a direct result of specific choices made by the researcher during
the process of plan development. Among these decisions are choices related to the
selected paradigm (qualitative or quantitative), research question(s), methodology,
theoretical framework, variable of interest, and participants (Simon, 2011). For this
study, qualitative exploration provided the means of gathering information related to
subjective experiences of resilience by nurse participants, which allowed the
profession to develop an increased understanding of construct. According to Merriam
(2009), a central philosophical assumption of qualitative research is that reality is
constructed by individuals interacting in their environment. Context, culture, and
particularities of social surroundings have a significant impact on how nurses
experience their work environment. Additionally, it is also assumed that meaning is
embedded in individual experiences. Through qualitative investigation, there is
opportunity to discover meaning associated with individual experiences and
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perspectives. Quantitative exploration provides vastly different data and was not
appropriate to answer the chosen research question.
Further, this study focused singularly on the concept of resilience through the
process of phenomenological investigation as the best means of answering the
research question and providing research information beneficial for the profession of
nursing. In contrast to other concepts and phenomena, resilience is a phenomenon that
has been identified as having the potential to provide direct solutions to current issues
in nursing, specifically stress, turnover, burnout, and PTSD (Adriaenssens et al., 2015;
Chang & Chan, 2015; Mealer et al., 2014; Mealer & Jones, 2013; Mealer et al., 2012;
Ribeiro et al., 2014; Wang et al., 2015). After exhaustive investigation of a multitude
of theories including theories of personality, stress, and social learning, the CSDT was
selected as the guiding theoretical framework. In comparison with other theories
explored, this theoretical perspective offered the most straightforward, usable, and
applicable view regarding the process of individual adaptation to situations and
environments involving trauma and adversity (McCann & Pearlman, 1990).
As it is not feasible to obtain information on resilience from all nurses in every
unit of an acute care hospital, selection of participants from high acuity units was
chosen as the method with the greatest chance of including a sample of nurses who
had experience with the phenomenon under study. Nurses working in high acuity
units are exposed to potentially traumatic situations at a greater rate than nurses in
other areas (Mealer et al., 2014). Adverse or traumatic events are the catalyst to the
“disruptive resilience process” (Fleming & Ledogar, 2008, p. 12) discussed further in
Chapter II. High acuity settings provided a sample population of nurses who had
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increased opportunities to have experience with the phenomenon of resilience.
Accordingly, delimitations particular to participants included the following:
1. Participants were RNs with current or previous full time work experience in a
high acuity setting—specifically the ICU, emergency room, neonatal ICU, and
intermediate care unit.
2. Participants had five or more years of current or previous full time work
experience in a high acuity clinical setting. Note: The five-year mark was a
benchmark from other nursing studies (Ablett & Jones, 2007; Gillespie,
Chaboyer, & Wallis, 2009; Hart et al., 2014; Kornhaber & Wilson, 2011;
Mealer, Burnham, Goode, Rothbaum, & Moss, 2009).
3. Participants self-identified as having experience with the phenomenon of
resilience.
4. Participants were willing to take part in a study interview, which might have
included a follow-up interview.
It was acknowledged that decisions related to the choice of qualitative,
phenomenological inquiry within an identified population of high acuity nurses in
Utah limited the type and scope of study results. However, decisions were based on
recommendations from professional nursing organizations and nurse researchers who
had an understanding of current needs in nursing research as well as expertise in the
existing opportunities and challenges faced by the profession.
Limitations
In contrast to delimitations, limitations of the study are factors that are not
within the researcher’s control and impact results and conclusions which can be drawn
(Simon, 2011). Qualitative research has inherent limitations because it is conducted in
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natural settings, and these settings are challenging to replicate with future studies.
Moreover, phenomenological research also has intrinsic limitations due to the
subjectivity of gathered data. Also, it is difficult to prevent researcher introduced bias
even with bracketing, since pure bracketing is extremely challenging. Researcher bias
can effect interpretation of the data. Further, sample sizes for qualitative research are
characteristically small, which can cast some doubt related to whether participant
experiences are typical (Merriam, 2009). Additionally, limitations for this study also
included factors such as access to a certain population of nurses in Utah. Due to these
limitations, it was recognized that study findings may not be applicable to nurses in
other units, hospitals, or areas of the country. Limitations specific to study
participants are discussed further in Chapter V.
Summary
This qualitative study was designed to explore the phenomenon of resilience
within the context of lived experiences of nurses who had managed to successfully
navigate the stressful and sometimes traumatic clinical environment they face on a
daily basis. The aim of the study was to analyze the “life text” of these nurses and
glean insights which will add to the body of nursing knowledge regarding
characteristics that describe the construct and factors that prompt its development.
This chapter presented information on the scope of the problem, purpose of the study,
significance of the study, fundamental research question, overview of the
methodology and theoretical framework, as well as delimitations and limitations.
Chapter II will present a review of the literature that supports the rationale for study
significance and study design.
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CHAPTER II

LITERATURE REVIEW

Introduction
This chapter presents a review of relevant literature and delineates research
which identifies gaps in knowledge and provides strong evidence regarding need for
the study. It is important to review the history of resilience, including progression of
resilience research and understanding of the construct as background for the current
study. Chapter II will provide essential information regarding resilience definitions
and elements, an overview of early research, contemporary perspectives of resilience,
and characteristics of resilience. Following this information, a segment on posttraumatic stress disorder (PTSD) as a contrasting example to resilience will be offered.
Next, an overview of the current state of nursing science on resilience will be
presented. The concluding sections will include a review of constructivist selfdevelopment theory (CSDT) as the theoretical framework for this study, as well as
results from a 2012 pilot study.
History of Resilience
The term resilience has been widely used for centuries and has taken on an
assortment of meanings as time has progressed. In the modern era, the construct
began appearing in the developmental literature in the 1970s as researchers examined
the impact of chronic adversity on individuals, especially children (Garmezy, 1972;
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Rutter, 1979). Since that time, study of resilience has gained momentum as scholars
explore the various ways individuals adapt and respond to adversity and trauma in a
variety of settings and circumstances (Bonanno & Diminich, 2013).
Resilience Definitions and Elements
The word resilience is derived from the Latin verb resilire. To resile is to
recoil, bounce back, rebound, or resume a former position (Resile, 2015). Over the
years resilience has been defined in many ways. For example, Rutter (1987) originally
defined resilience as “protective factors which modify, ameliorate, or alter a person’s
response to some environmental hazard that predisposes to a maladaptive outcome”
(p. 316). Later, Masten, Best, and Garmezy (1990) defined resilience as “the process
of, capacity for, or outcome of, successful adaptation despite challenging or
threatening circumstances” (p. 426). In 2003, Connor and Davidson defined resilience
as “personal qualities that enable one to thrive in the face of adversity” (p. 76).
Currently, the most common general definition of resilience (Fleming & Ledogar,
2008; Masten, 2015) is “positive adaptation despite adversity” (Fleming & Ledogar,
2008, p. 8). Some researchers (Pangallo et al., 2015; Windle, 2011) have reworded
resilience in another way, and Pangallo et al. (2015) defined resilience as “effectively
negotiating and adapting to a significant stress or trauma” (p. 2). As a result of
evolving definitions and developing research, there has been heated debate through the
years regarding resilience as a trait, process, outcome, or various combinations of
these. This study does not resolve decades of disputes. However, qualitative
exploration of resilience has the potential to provide valuable insights into critical
traits, essential processes, protective factors, and/or notable outcomes specific to the
profession of nursing. “Qualitative research including in-depth interviews can also
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reveal insights into the meaning making associated with experiences of resilience”
(Almedom & Glandon, 2007, p. 140).
Early Research
Early resilience research (Rutter, 1979; Werner & Smith, 2001) focused on
development—specifically, childhood development. Most developmental resilience
research centered on children who were exposed to chronic or systemic stressors such
as abuse or poverty. Studies that contributed significantly toward an understanding of
resilience came mainly from pathogenic camps studying factors which caused disease
and/or maladaptation such as PTSD as a result of exposure to chronic trauma. Within
the context of this early research, resilience was viewed as the absence of maladaptive
behaviors or psychological symptoms. Additionally, researchers studied individual
protective factors (individual strengths and internal resources) as well as protective
factors external to the individual (i.e., the social dimensions of resilience) that
insulated the individual from trauma and reduced the risk of maladaptation.
Nevertheless, despite evidence related to social, contextual, and cultural protective
factors which supported or fostered resilience, many researchers retained their view of
resilience as purely an individual trait or asset (Sinclair & Wallston, 2004; Wagnild &
Young, 1993).
As interest in the construct progressed, research addressing adult resilience
established that adversities facing adults are typically singular traumatic events best
described as acute stressors (Bonanno & Diminich, 2013; Pangallo et al., 2015).
These events are commonly isolated from an otherwise normal environment. Pangallo
et al. (2015) noted, “drawing a distinction from chronic and acute stressors is therefore
important, since positive adjustment is likely to vary with the type and duration of a
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given stressor” (p. 1). Hence resilience research involving adults is best investigated
with a focus on acute events (Pangallo et al., 2015). As noted in Chapter I, Dotson et
al. (2014) found that nurse turnover is most often due to “a shock or trauma”
encountered by the nurse (p. 112). Traumatic events such as medical errors, which
result in patient injuries, patient deaths, lateral violence, or other types of violence,
“may cause nurses to leave their jobs immediately” (p. 112). Further, within the
framework of the CSDT, “an experience is defined as traumatic if it is
sudden/unexpected” and “exceeds the individual’s perceived ability to meet its
demands” (McCann & Pearlman, 1990, p. 10).
Contemporary Perspective
In contemporary inquiry, a shift has been made from the pathogenic
perspective toward study of resilience from a salutogenic perspective, or an approach
which focuses on capacities for successful adaptation and factors that support human
health and well-being (Almedom & Glandon, 2007; Kimhi & Eshel, 2015; Pangallo et
al., 2015). In contrast to earlier resilience perspectives and research, it is now
universally acknowledged the absence of disease or disorder (such as PTSD) is not
equivalent to resilience, though manifestation of these features clearly indicates
resilience is not present and negative adaptations have occurred (Almedom &
Glandon, 2007; Kimhi & Eshel, 2015; Pangallo et al., 2015). Additionally,
investigations into adaptations to adverse environments have demonstrated the
significance of social support in promoting and sustaining resilience (Almedom &
Glandon, 2007). Therefore, current explorations of the construct of resilience include
consideration of the social-cultural context. Almedom and Glandon (2007) noted
“resilience cannot be measured in isolation from its context of generalized resistance
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resources, including social support” (p. 140). Pangallo et al. (2015) also emphasized
that “resilience is phenomenon that results from interaction between individuals and
their environment” (p. 1). Likewise, experiences of resilience for nurses are
inextricably tied to context and environment (Kornhaber & Wilson, 2011; Mealer et
al., 2014).
Characteristics of Resilience
Despite ongoing studies, debate continues about the properties of situations
that are most influential in resilience and resilience outcomes. Therefore, it is difficult
to draw firm conclusions as to what combination of factors may enable or attenuate
resilience and resilient functioning, particularly as it relates to a specific profession
such as nursing. Resilience outcomes have been described in two different ways in the
literature. Originally, resilience was described simply as a return to normal
functioning. However, there has been a contemporary shift to positive adaptation
including post-traumatic growth (Linley & Joseph, 2011; Pangallo et al., 2015). Thus
resilience is currently viewed as a construct with two distinct, associated features: the
antecedent being a significant adversity or trauma, and the outcome being positive
adaptation with resilient reintegration (Fleming & Ledogar, 2008; Kimhi & Eshel,
2015; Masten, 2015; Pangallo et al., 2015). To demonstrate or have experience with
resilience, one must first encounter a perceived adverse or traumatic event.
Resilience, including resilient reintegration, is the positive outcome of an individual’s
adaptation to an adversity or trauma, and this reintegration occurs “when one
experiences new insights and growth as a result of disruption” (Fleming & Ledogar,
2008, p. 12). Adverse or traumatic events are the catalyst to the “disruptive resilience
process” (Fleming & Ledogar, 2008, p. 12) which allows individuals to access their
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potential for the process of resilient reintegration. Resilient reintegration is associated
with the construct of thriving as noted in Chapter I, Definition of Terms.
Survival, recovery, and thriving are three concepts connected with resilience
and describe the trajectory of adaptation and stage of functioning for an individual
after facing an adverse event or trauma. Research suggests that individuals will
respond to traumatic events in one of three ways: “They may (a) survive the incident,
(b) recover from the incident, or (c) thrive as a result of incident” (Ledesma, 2014, p.
3). The distinction between these three trajectories of adaptation is the level of
functioning individuals return to after experiencing a traumatic event. Those who
survive the event continue to function, albeit in an impaired state. Those who recover
from a traumatic event are eventually able to return to their baseline level of
functioning. Those who thrive as a result of the traumatic event experience a resilient
transformation that “includes a cognitive shift in response to a challenge” (Ledesma,
2014, p. 3).
The concept of thriving is associated theoretically with resilience, and it refers
to a person’s ability to go beyond his or her original level of functioning and grow
despite exposure to stressful and traumatic events. This is also known as resilient
reintegration (discussed above) or post-traumatic growth (O’Leary, 1998). Often,
individuals who thrive find they have a stronger sense of self as well as refocused
priorities. Psychological thriving may also include gains in confidence, skills,
knowledge, hope, faith, and trust, as well as a sense of connection and sense of
security in personal relationships (Carver 1998; Saakvitne et al., 1998). The next
section will present PTSD as a contrasting example to thriving and resilience. Posttraumatic stress disorder is likewise a possible adaptation to stressful and traumatic
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events that have occurred in the clinical setting—although a negative adaptation—and
is exemplary of the survival trajectory of adaptation.
Post-Traumatic Stress Disorder as a
Contrast to Resilience
Work in a stressful and traumatic clinical environment demands continuous
response and individual adaptation of nurses on a frequent basis. When nurses
encounter a traumatic event (acute exposure), their trajectory of adaptation postexposure will generally follow the path of survival, recovery, or thriving as discussed
above. Nurses who survive trauma/traumatic events may continue to function in their
clinical role, though they will typically manifest symptoms of burnout or PTSD.
Nurses who recover from trauma/traumatic events may eventually be able to return to
their baseline level of functioning, but they remain vulnerable to future threats to
individual core stability. Nurses who thrive after encounters with trauma/traumatic
events will not only return to their baseline level of functioning, but will also
experience resilient reintegration which includes personal growth and vitality as a
result of this process (Ledesma, 2014). This study investigated experiences of nurses
in this last group to gain insights on the processes of individual adaptation which are
associated with thriving and experiences of resilience, including the factors which
facilitate its development and maintenance.
The following section will provide a brief review of nursing literature related
to PTSD which is a part of the survival trajectory of adaptation described above. The
PTSD not only provides a stark contrast to the thriving trajectory of adaptation, but
also offers strong evidence regarding need for the study.
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Post-traumatic stress disorder in nurses as a result of workplace trauma is also
engendering growing attention in nursing research. In recent years, PTSD and its
resultant impact has been studied in veteran nurses and their partners, psychiatric
nurses, emergency room nurses, and intensive care unit (ICU) nurses. In a review of
the literature, Jacobowitz (2013) stated, “compared to other workplace settings, the
healthcare environment is among the highest with respect to risk for injury due to
violence” (p. 788). Research revealed that 88% of psychiatric nurses surveyed “had a
lifetime experience of being injured by a violent patient, with 63% being attacked
within the previous month, and 20% experiencing in excess of 50 work-related
assaults” (p. 788). Studies revealed a prevalence rate ranging from 10% to 22% for
psychiatric nurses. The author recommended more research “specifically in the area
of assisting nurses to develop emotionally protective skills” (p. 793) to decrease the
incidence of PTSD. Further, Adriaenssens et al. (2015) examined the impact of
exposure to traumatic events in emergency room nurses. Emergency room nurses
were found to have a high frequency of exposure to work-related traumatic events
with significant negative effects on psychological and physical well-being; 8.5% of
study participants (n = 248) were found to meet clinical levels of PTSD. One-third of
emergency room nurses in the study demonstrated sub-clinical levels of anxiety and
depression. Levels of fatigue were also found to be high. As with other researchers,
the authors called attention to the fact that negative sequelae from occupation-related
trauma such as burnout syndrome (BOS) and PTSD can be related to a single, major
traumatic event or the cumulative exposure to trauma in the clinical setting. Research
recommendations included “exploration of the relationship between resilience and
post-traumatic stress” (p. 793).
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Mealer and colleagues have been studying PTSD in ICU nurses since 2007. In
2009, Mealer et al. conducted a study examining the prevalence of PTSD and BOS in
nurses. Within a sample of 332 hospital-based nurses, 22% exhibited symptoms of
PTSD, 18% met the diagnostic criteria for PTSD, and an astounding 86% met the
criteria for BOS. Results of the study revealed that both PTSD and BOS are common
in nursing, and that nurses who exhibit symptoms of PTSD consistently manifest
symptoms of BOS as well. The combination of PTSD and BOS is known to have a
dramatic effect on work performance as well as individual well-being. Both PTSD
and BOS have been identified as risk factors for substance abuse and suicide. The
authors acknowledged research in the area of resilience, and fostering nurse resilience,
is critical at this time in history—not only for individual nurse well-being, but for the
patients who put their lives in the hands of their caregivers.
In 2012, Mealer et al. sought to determine “whether resilience was associated
with healthier psychological profiles” in ICU nurses (p. 292). The authors stated,
“Resilience is a psychological characteristic that enables one to thrive after being
exposed to a traumatic event” (p. 292). Study results revealed the presence of
resilience was significantly associated with a lower prevalence of PTSD and BOS as
well as symptoms of depression and depression. Of the 744 registered nurse (RN)
participants, the authors found 22% of ICU nurses were categorized as being highly
resilient based on the Connor-Davidson Resilience Scale. In contrast, 18% of the ICU
nurses surveyed were positive for symptoms of anxiety, and 11% were positive for
symptoms of depression. The authors also found there was a high rate of BOS, with
80% being positive for at least one of the variables of BOS; 21% of ICU RNs
surveyed were positive for symptoms of PTSD, with 70% of these nurses being
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symptomatic for three or more months. This finding coincides with the Mealer et al.
(2009) study results. The authors stated, “The literature tells us that there is a
connection between resilience and the subsequent development of post-traumatic
stress disorder and psychological symptoms” (p. 296)—specifically, that the presence
of resilience is associated with significantly lower prevalence rates of the negative
sequela of trauma. Mealer et al. (2012) postulated that “resilience may serve as a
protective mechanism to prevent symptoms associated with psychological disorders
related to a stressful ICU work environment” (p. 297). Mealer and colleagues
emphasized there are both biological as well as psychological mechanisms that
facilitate nurse resilience when confronted by severe stress and trauma. The authors
underscored that,
Future qualitative research is needed to better understand what coping
strategies and psychological characteristics are employed by highly resilient
nurses to help buffer severe stress from the cumulative exposure to traumatic
experiences. (Mealer et al., 2012, p. 297)
In 2014, Mealer et al. examined the feasibility and acceptability of a
multimodal resilience training program for ICU nurses. In a randomized and
controlled 12-week intervention, treatment (n = 13) groups and control (n = 14) groups
were compared to identify an effect size of the intervention. Both groups were also
assessed for the prevalence of psychological disorders. Pre-study questionnaire results
validated previous research by revealing high levels of anxiety (100%) as well as
depression (77%) and BOS (81%); 44% of study participants met the diagnostic
criteria for PTSD. Measures of PTSD and BOS did not differ significantly between
the control arm and the intervention arm. Intervention components included resilience
training via an educational workshop, written exposure therapy, mindfulness stress-
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reduction techniques, exercise, and event-triggered counseling sessions. As in the
Mealer et al. (2009) study mentioned above, reductions in PTSD symptoms were
associated with increases in resilience scores. Feasibility testing revealed that the
“intervention was implemented successfully and the multiple components have the
potential to be tailored to the strengths and weaknesses of the individual nurse” (p.
e104). The authors stressed “further studies are needed to identify methods to
personalize the various interventions for nurses,” specifically, research aimed at
“assessing and promoting individual coping strategies as a method to enhance
resilience” (p. e104). The next section will include a discussion of the current state of
nursing science in resilience.
Current State of Nursing Science in Resilience
Integrative Review
Hart et al. (2014) conducted an integrative review of research addressing
resilience in nurses, including studies spanning from 2004 to 2011. Some of the
primary issues identified for nurses in the workplace included difficulties finding a
work–life balance, feelings of psychological emptiness and dissonance from
prolonged stress and burnout, and requiring the use of cognitive reframing and/or
“toughening up” in order to manage environmental stressors. One of the main
objectives of the review was to provide information to nurse administrators/managers
on the concept of resilience to promote a greater understanding of the importance of
this phenomenon in nursing—including ways resilience may be promoted at the
individual, group, and organizational level. The authors closed the article by
highlighting that current resilience research is not representative of diverse
populations. They also emphasized that “nurses may face different challenges
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resulting in different dimensions of resilient behaviors or strategies to remain resilient
within that setting” (p. 728). “Learned behaviors that contribute to personal
resilience” were suggested as “a direction for nursing education in the workplace” (p.
728).
Additionally, an important finding by Hart et al. (2014) included limitations of
current nursing research on resilience. First, there were limitations of the various
study samples, specifically related to sample size and/or non-diverse sample
characteristics. The majority of study participants were White and female with
minimum representation from males. Second, although there were a variety of
practice settings involved across the various studies, generalizability of findings was
difficult since each work environment presents a unique set of challenges for nurses—
resulting in different dimensions of resilient behaviors being manifest—or diverse
coping strategies which allowed nurses to remain resilient within the particular setting.
Third, variability in research questions and hypotheses limited “the ability to infer
specific methods for building personal resilience” (p. 728). Research focused on
exploring the phenomenon of resilience for nurses may enhance nursing knowledge
related to strategies for maintaining resilience across clinical settings.
Current Research
Kim and Windsor (2015) conducted a qualitative study exploring the meaning
of resilience and its relationship to work–life balance for first-line nurse managers in
Korea. The study included 20 managers working in six different university hospitals.
Purposive sampling was used, and the study revealed “the importance of managerial
and organizational relations in engendering resilience in nurses” (p. 21). The authors
also found that work–life balance was “a decisive factor underpinning resilience in
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aged care nurses and in circumstances of workplace diversity” (p. 22). The authors
concluded with the following thoughts: “Considering the inherently stressful nature of
the nursing environment, resilience is arguably an important factor as an attribute of a
nurse” (p. 22). They acknowledged limitations in generalizability due to the need for
more diverse sampling and recommended further resilience research including
exploration of the importance of work–life balance and supporting nurses in this
aspect in order to foster individual resilience. Exploring the lived experiences and
meaning of resilience for nurses has the potential to increase nursing knowledge
regarding the significance of work–life balance.
Li, Cao, Cao, and Liu (2015) conducted a quantitative study using a
correlational, cross-sectional research design focusing on the relationship between
resilience, emotional intelligence, and post-traumatic growth for Chinese vocational
nursing students. The study included 202 female students, ages 18 to 22 years. The
authors found that developing nursing students’ emotional intelligence and resilience
may assist in individual ability to cope with clinical stress. They asserted that
identifying the determinants of individual nurse resilience or vulnerability “may lead
to better personal health, and in turn, enhance nurse–patient relations and quality of
care” (p. 327). The authors also recommended that “resilience building be
incorporated into nursing education, and professional support could be encouraged
through mentorship programs” (p. 331). Research focused on discovering and
describing the essence of resilience in nursing for a diverse population of nurses may
provide valuable insights to guide the design of future resilience educational and
mentorship programs.
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As noted earlier, Mealer et al. (2014) conducted a study examining the
feasibility of acceptability of a resilience training program for ICU nurses. Statistics
from the study provide an example of the scope of the impact of workplace stress on
individual nurses manifest by symptoms of BOS and PTSD—particularly for nurses in
high acuity areas. The authors stated that “future [resilience] research is needed” (p.
e104), as this study did not investigate the association between psychological
symptoms and the ability to deliver “reasonable patient care” (p. e104).
Phenomenological study of resilience and its meaning for nurses will add to the body
of nursing knowledge designed to protect and support nurses as well as their patients.
When individual nurse well-being is enhanced, patient safety and quality of care is
also improved.
Minsuk, Heejeong, and Dahye (2014) conducted a descriptive correlational
study examining the effects of turnover intention based on ego-resilience, emotional
burnout, and emotional labor. The study included 331 nurses working at university
hospitals in South Korea. The authors found that “nurses have different levels of egoresilience, burnout, emotional labor, and peer support according to their workplace”
(p. 14705). The highest levels of burnout were found in young, ICU nurses; one-third
of ICU nurses were found to have severe burnout. Emergency room nurses were
found to have the highest level of ego-resilience, and resilience had a significant
positive correlation with a positive professional identity. Peer support had a negative
impact on turnover intention and was a statistically significant moderating effect.
Further research exploring the phenomenon of resilience has the potential to increase
knowledge related to the importance of professional identity and peer support in
helping nurses positively adapt to trauma.
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McDonald, Jackson, Wilkes, and Vickers (2013) conducted a qualitative case
study examining the effects of a work-based educational intervention related to
resilience in nurses and midwives. The study included 14 female nurses and midwives
working in a women’s and children’s health service hospital in Australia. Findings
revealed the benefit of strengthening personal resilience of nurses and midwives in
relation to health, well-being, fulfilment, and commitment. Participants reported
personal and professional gains from resilience workshops, which included creative
self-expression, increased assertiveness at work, improved workplace relationships
and communication, increased collaborative capital, and better understanding of selfcare practices. The authors reported the findings suggest that building and enhancing
resilience may be seen as a professional as well as personal asset that improves
workplaces as a whole. Limitations included the self-selected nature of the
participants, “which may have resulted in those nurses and midwives who were predisposed to resilience training and development” (p. 141). The authors recommended
a focus on strategies to improve resilience in both nursing education and clinical
settings. Information from qualitative research will be invaluable for designing
resilience training programs to assist nurses who may not have the capacity to
adaptively cope with severe stress and trauma.
Theoretical Framework
As has been discussed, nursing is a profession in which individuals are
frequently exposed to extremely stressful and traumatic events and environments. The
main catalyst causing nurses to leave the profession is often a particular traumatic
event or an accumulation of traumatic events (Dotson et al., 2014; Jacobowitz, 2013;
Mealer & Jones, 2013). The CSDT created by McCann and Pearlman (1990) was

34
designed specifically to provide a framework for understanding adult individual
response and adaptation to trauma/traumatic events. The CSDT is an amalgamation of
self-psychology (Kohut, 1977), developmental theory (Mahler, Pine, & Bergman,
1975), social learning theory (Rotter, 1954), and cognitive theories (Mahoney, 1981;
Piaget, 1971). This theory also builds on Lazarus’s (1966) transactional model of
stress. Both individual development and adaptations to trauma are processes of
change. For some individuals, trauma “can produce fragmentation or regression in a
previously well-developed self” (McCann & Pearlman, 1990, p. 15). For others,
trauma can be a catalyst for positive self-development and post-traumatic growth.
Accordingly, this theory focuses primarily on “the interaction between the person and
the situation, with particular focus on the self in development” (McCann & Pearlman,
1990, p. 3).
The individual’s unique personal development as well as the specific
characteristics and role of the stressor or trauma are important aspects in this
theoretical perspective. The CSDT purports that adaptation to trauma is the product of
a multifaceted interplay between the individual’s developing self (including cognitive
schemas about self and the world, ego resources, self-capacities, and psychological
needs) and the individual’s life experiences (including specific traumatic events and
personal history, as well as the cultural and social context). McCann and Pearlman
(1990) asserted that individuals experience trauma when they are “exposed to a nonnormative or highly distressing event or series of events that potentially disrupt the
self” (p. 6). The manner in which each individual responds to a traumatic event is
unique and is a process consisting of personal meanings and images created and
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associated with the event, which then become a part of the person’s inner experience
and help determine individual adaptation.
Founded on the constructivist perspective, the chief fundamental premise of
CSDT is that “individuals possess an inherent capacity to construct their own personal
realities as they interact with their environment—that is, they actively create their
representational models or schemas of the world” (McCann & Pearlman, 1990, p. 6).
All experiences are encoded into the individual’s memory by means of the imagery
system of memory, which includes vivid sensory impressions and strong emotions,
and cognitive schemas are created to organize and interpret these experiences.
Changes in schema occur through assimilation (incorporation of new experiences into
existing schema) or accommodation (modification of existing schemas). Individual
growth and progressive development occurs through the balance of assimilation and
accommodation, which results in cumulative differentiation and maturation of
psychological systems. Traumatic events require accommodation and modification in
schemas and temporarily disrupt the individual’s psychological growth. However, it is
important to note an essential part of the constructivist view of CSDT is that the
determining factor of whether or not an event is viewed or experienced as traumatic is
the individual’s sense that it is so.
Every individual will respond to life events, especially traumatic events, in
distinct ways. The individual’s appraisal of the event is based on existing schema
(which includes beliefs, assumptions, and expectations about self and others); selfcapacities (which regulate self-esteem); ego resources (which regulate interactions
with others); and psychological needs such as safety, trust/dependency, esteem,
independence, power, and intimacy (which motivate behavior). An occurrence is
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deemed to be traumatic if it threatens the psychological core of the individual and
exceeds the individual’s resources and perceived abilities to meet the demand. Thus
one person’s trauma may be another person’s demanding experience or exhilarating
challenge. This dichotomy is evident in nursing.
According to CSDT, all behavior is motivated by needs. The following seven
needs are an integral part of this theory:
1. Frame of reference: The need to develop a stable and coherent framework
for understanding one’s experience.
2. Safety: The need to feel safe and reasonably invulnerable to harm.
3. Trust/dependency: The need to believe in the word or promise of another
and to depend up on others to meet one’s needs, to a greater or lesser
extent.
4. Esteem: The need to be valued by others, to have one’s worth validated,
and to value others.
5. Independence: The need to control one’s own behavior and rewards.
6. Power: The need to direct or exert control over others.
7. Intimacy: The need to feel connected to others, through individual
relationships; the need to belong to a larger community. (McCann &
Pearlman, 1990, p. 23)
The need structure of the individual also plays a role in determining his/her
response to a traumatic event. As an example, a nurse who is physically assaulted by
a patient during a shift may respond by feeling his/her safety is threatened, while
another nurse may feel his/her independence is threatened. Additionally, as noted
previously, there is a complex interaction between an individual’s cognitive schema,
ego resources, self-capacities, and psychological needs. “For example, an individual
with well-developed self-capacities may evidence more balanced psychological needs,
with a greater ability to restore his or her frame of reference and self-esteem after a
trauma” (McCann & Pearlman, 1990, p. 23).
The social and cultural context in which events occur, especially within the
working environment, also plays a role in whether or not individuals perceive them as
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traumatic. “The events that surround a trauma, the meanings of these events to the
individual, and the responses of others all contribute to the individual’s response”
(McCann & Pearlman, 1990, p. 34). Further, unsupportive or accusatory reactions of
others contribute to a phenomenon in the literature known as secondary injury.
Secondary injuries (often caused by co-workers) combined with responses of others
who are called upon for assistance (such as nursing management, family, friends,
police) contribute to the individual’s memory of what happened and become a
permanent part of the memory of the event or trauma. Moreover, the meaning a
specific event or stressor has to both the individual and those in his/her subculture
(work environment and recovery environment) will shape responses. Placing events
in their social, cultural, and historical context is essential to understanding individual
responses to stressful and traumatic occurrences. Furthermore, from the perspective of
resilience research, this context may provide insights into individuals who experience
positive life changes as a result of traumatic events. Table 1 includes the major
assumptions of CSDT.
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Table 1
Major Assumptions of the Constructivist Self-Development Theory

Constructivism

Individuals construct their own realities

The self

The self is the seat of the individual’s
identity and inner life. The self develops
over the life span through internalization,
assimilation, and accommodation.

The self is comprised of four
interrelated aspects: self-capacities,
ego resources, psychological needs,
and cognitive schemas

1. Self-capacities allow for the
development and maintenance of
positive self-esteem.
2. Ego resources regulate interaction with
others and the environment.
3. Psychological needs motivate behavior.
4. Cognitive schemas are the cognitive
manifestations of psychological needs.

Traumatic memories

Traumatic experiences are encoded in the
verbal and imagery systems of memory.

Adaptation to trauma

Trauma can disrupt any or all parts of the
self, including capacities, resources, needs,
and schemas.
Adaptation to trauma reflects an interaction
between life experiences and the self.

Note. From Psychological Trauma and the Adult Survivor: Theory, Therapy, and
Transformation (p. 14), by L. I. McCann and L. A. Pearlman, 1990, New York, NY:
Brunner/Mazel.
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As nurses navigate the stressors and trauma of the clinical setting, they will
construct their own unique views of the world related to this environment. Their
views will be shaped by life experiences as well as work experiences. The impact of
traumatic events on the individual is assumed to include the individual’s instinctive
and deliberate attempt to adapt to trauma and its circumstances. Nurse adaptation to
trauma may vary depending on years of experience, type of clinical experience,
personal resources/strengths, as well as cultural context and social support. Further,
nurse adaptation to trauma/traumatic events encountered in the clinical setting
includes processes that are both conscious and unconscious. On the one hand,
automatic unconscious adaptation occurs via the cognitive mechanisms of assimilation
and accommodation. On the other hand, conscious adaptation occurs during
examination of beliefs and development of alternative views in the process of
meaning-making and adaptation. Nonetheless, although there will be distinct
differences in individual adaptation to adverse events in the clinical setting, there will
also be commonalities in shared experiences of resilience (Dotson et al., 2014;
Jacobowitz, 2013; Mealer & Jones, 2013).
Examination of experiences of nurses related to the phenomenon of resilience
has the potential to reveal details pertaining to development of meaning and beliefs
that coincide with success amidst adversity. Descriptive phenomenology is meant to
provide rich descriptions of the phenomena under investigation rather than make
predictions or comparisons. The CSDT allows for descriptions of adaptive processes
and does not offer a priori characteristics of the individual, or factors of the
environment, that foster resilience. In this way, a complete descriptive portrait of
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resilience can be created for the profession of nursing through analysis of individual
narratives explored during qualitative inquiry.
Pilot Study
In 2012, I conducted a pilot study exploring the lived experiences and meaning
of resilience for nurses. A purposive sample of three female baccalaureate-prepared
nurses working full time in labor and delivery participated in this study. Initially,
participants were recruited from the acute care hospital setting, including the
following units: ICU, emergency department, labor and delivery, neonatal ICU, and
hospice. Of the nine participants who volunteered to be involved in the study, only
three were available within the study timeframe. Study participants were Caucasian
(100%), and the ages ranged from 44 to 54 years (average age = 47). The clinical
experience of participants was primarily women’s health and the childbearing family
(with the greatest number of years of experience in labor and delivery = 100%).
However, each participant also had some clinical experience in other areas such as the
emergency department, medical/surgical unit, and cardiovascular thoracic unit. Years
of experience ranged from 15 to 28 years (average years of experience = 20).
Results from the study revealed three domains and seven themes. Table 2
provides a brief overview with exemplars from participant responses.
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Table 2
Results of Pilot Study

Domain
Worldview

Theme
Making a difference

Exemplar
“Knowing I can make things better.”
“The difference you make in their [patients’]
lives.”
“Knowing your work has meaning and
purpose.”

Social networks

Having supportive
connections

“We have strong camaraderie.” “You know
somebody has your back.”
“You don’t ever feel like you’re alone. . . .
You’re never alone.”

Talking it out

“You need a soundboard. You need to be able
to say, ‘What do you think?’”
“You have to be able to vent.”

Loving what you do

“If you are really thriving, then you love what
you do, and you love taking care of those kinds
of patients, and you love the people you work
with, and those kinds of things.”

Self-improvement Continuously seeking
& self-protection knowledge & learning

“I’m always trying to learn new things.”
“I go to conferences to stay up on everything.”
“You have to ask questions. You have to know
your stuff.”

The pursuit of selfactualization & doing
your best

“Reaching inside. . . . Just bettering myself,
pushing myself, not being stagnant, not being a
refrigerator nurse.”
“I’m always looking to do better, to do more.”
“And knowing that if you do what is best—and
that it’s the best you can do—people can’t
expect anything different. You will never
forget those things [traumatic events], but you
. . . can’t let it take you over.”

Letting it go

“It helps me survive—to let it go.”
“You have to let it go. Letting things go helps
you go back tomorrow.”
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This research had several limitations due to the nature of a pilot study, such as
small sample size and limited generalizability. Strategies that would increase the
validity, reliability, and transferability of the current study include member checks
(reviewing interpretations with participants to assess for plausibility) and engaging in
adequate data collection (increasing sample size and seeking saturation/discrepant
cases). Additionally, increasing diversity of the participant experience in various
acute care settings (i.e., seeking maximum variation) would greatly enhance
transferability of future study findings. Maximizing transferability of findings will be
critical in the future for designing programs to foster resilience for nurses across
specialties.
Summary
This chapter provided a review of the literature including a historical
perspective on the construct of resilience and an overview of characteristics of
resilience. Post-traumatic stress disorder was presented in contrast to resilience and to
provide further evidence of the need for the study. A summary of the current state of
nursing science of resilience has also been presented. The way in which individual
nurses respond to stress and trauma in the workplace can be explored and understood
within the framework of the CSDT. Chapter III will present information on
methodology.
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CHAPTER III

METHODOLOGY

Introduction
This chapter will include a discussion of research design, as well as an outline
of research methodology, methods, and standards of rigor. As presented, the purpose
of this study was to explore, understand, and describe experiences of resilience by
nurses in the clinical setting who demonstrated characteristics of resilience and
investigate the meaning these experiences held for them. The study design described
below was chosen as the best approach to answer the research question. Selected
methodology and methods afford the opportunity to probe deeply into nurses’
experiences with resilience—including factors nurses themselves perceive as
beneficial in helping them attain high levels of resilience despite stresses and trauma
encountered in the clinical environment.
Research Design
Crotty (1998) identified four main elements which guide the research process.
These elements include epistemology, theoretical perspective, methodology, and
methods. The design of this study was founded on the epistemological constructivist
perspective, which as described by Crotty stresses that each individual experiences the
world in a unique way and thus constructs his or her own distinct view of the world.
Constructivist self-development theory (CSDT) falls under the category of
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constructivist epistemology and provided the theoretical framework. According to the
CSDT, people respond to stress and trauma in their own unique way based on
individual interpretation of the events. As such, phenomenology was the guiding
methodology for capturing the essence of individual nurse experiences—specifically,
nurses who have had experiences with resilience. Unstructured, in-depth interviews
were the method guiding the inquiry.
Phenomenology is an inductive qualitative research methodology grounded in
a number of philosophical traditions, including those of transcendental
phenomenology (descriptive) described by Edmund Husserl (1859-1938), the
existential phenomenology of Jean-Paul Sartre (1905-1980) and Maurice MerleauPonte (1908-1961), and hermeneutic phenomenology (interpretive) of Martin
Heidegger (1889-1976). The origins of phenomenology are rooted in the naturalistic
paradigm which presumes that reality is not fixed. Rather, reality is based on
subjective, individual realities. The philosophy of phenomenology aligns with the
naturalistic paradigm through the assumption that individuals actively create their own
reality, and consequently knowledge about individual reality can be achieved through
interactions between researchers and participants (Lincoln & Guba, 1985).
As noted in Chapter I, this study was guided by the Husserlian/descriptive
phenomenological approach which is utilized when researchers seek to describe a
particular phenomenon under study. Husserl’s (1970) underlying philosophy is
mainly epistemological with an aim to reveal knowledge which coincides with the
human experience. Husserl asserted that “subjective information should be important
to scientists seeking to understand human motivation because human actions are
influenced by what people perceive to be real” (Lopez & Willis, 2004, p. 727). The
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crucial question guiding phenomenological exploration for Husserl was: “What do we
know as individuals” (Reiners, 2012, p. 119)? The crux of this study was the
investigation of individual nurse experiences related to the phenomenon of resilience.
What were their perceptions of this phenomenon and what meaning did they assign to
the construct? This stance is in alignment with Husserl’s philosophical approach
(Lincoln & Guba, 1985; Reiners, 2012).
Additionally, Husserl felt that people often go about living their daily lives
without stopping to critically reflect on their own life experiences. Consequently,
Husserl believed that “a scientific approach was needed to bring out the essential
components of lived experiences specific to a group of people” (Lopez & Willis, 2004,
p. 727). An important assumption of descriptive phenomenology is the notion that
there are features to any lived experience which are shared by all individuals who have
the experience. These features are referred to as universal essences or eidetic
structures and are considered to represent the true nature of the phenomenon. For a
description to cross over into the realm of science, commonalities in individual
experiences must be identified in order to create a comprehensive portrayal (Lopez &
Willis, 2004).
A key component of the scientific approach of Husserlian phenomenology is
the process of bracketing, such that the researcher sheds all prior knowledge,
preconceptions, and biases related to the phenomenon of study throughout the course
of investigation (Husserl, 1970; Lincoln & Guba, 1985; Reiners, 2012). Husserl
(1970) emphasized that phenomenological enquiry must place all researcher
suppositions on hold, such that the exploration will be based solely on individual
participant perceptions and the meaning participants assigned to life experiences—
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experiences which include stored memories, emotions, and thoughts. The goal of the
descriptive approach is to reach transcendental subjectivity which is accomplished
through continuous assessment of researcher preconceptions and biases in an effort to
ensure they do not influence the object of study (Lopez & Willis, 2004). Throughout
the course of this study, reflexive bracketing was applied to identify personal
knowledge, values, and experiences of the investigator that may have impacted results
(see Data Analysis and Bracketing below).
Research Participants, Sampling, and Recruitment
Research Participants
The target population for this study was adult registered nurses (RNs) who had
five years or more of current or previous full time work experience in a high acuity
clinical unit. High acuity clinical units included the following areas: intensive care
unit (ICU), emergency room, neonatal ICU, and intermediate care unit. Participants
for this study were selected from nurses in the target population who fit the inclusion
criteria and self-identified as having experience with the phenomenon of resilience.
The number of participants to be included in the study was determined by saturation of
the data. The process of obtaining data saturation, as described by Bowen (2008),
consists of “bringing new participants into the study until the data set is complete, as
indicated by data replication or redundancy” (p. 140). Following each interview, data
were continually analyzed until no new themes emerged and the data became
redundant (see Data Analysis below).
Resilience in the workplace has been described as “mitigating the effects of
stress through the use of behaviors that facilitate adaptation” (Gillespie et al., 2009, p.
969). One of the outcomes of positive adaptation in the workplace includes longevity
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in the clinical setting. If nurses are unable to handle the challenging and unpredictable
stressors associated with the nursing workplace environment, they will leave the
specialty (Gillespie et al., 2009; Mealer et al., 2012). Moreover, as noted in Chapter I,
nurses working in high acuity units are exposed to potentially traumatic situations at a
greater rate than nurses in other areas (Mealer et al., 2014). As discussed earlier,
adverse or traumatic events are the catalyst to the “disruptive resilience process”
(Fleming & Ledogar, 2008, p. 12). High acuity settings provided a sample population
of nurses who had increased opportunities to have experience with the phenomenon of
resilience.
Inclusion criteria including the setting of high acuity units, full time work as a
registered nurse, and five or more years of clinical experience were based on findings
and recommendations from previous nursing research. Studies have demonstrated
investigation of experiences of resilience in nursing is significantly facilitated with the
criteria outlined below (Ablett & Jones, 2007; Gillespie et al., 2009; Hart et al., 2014;
Kornhaber & Wilson, 2011; Mealer et al., 2009). Accordingly, the following
guidelines were established as the inclusion criteria for this study:
1. Participants had current or previous full time work experience as an RN in a
high acuity clinical unit. High acuity clinical units included the following:
ICU, emergency room, neonatal ICU, and intermediate care unit.
2. Participants had five or more years of full time work experience in a high
acuity clinical unit.
3. Participants self-identified as an RN who had experience with the phenomenon
of resilience.
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4. Participants were willing to take part in the study interview which may include
a follow-up interview.
Sampling
Sampling refers to the process of selecting individual cases to represent an
entire population so that inferences about the population can be made (Polit & Beck,
2012). For this study, both convenience and snowball sampling were utilized.
Convenience sampling is a type of non-probability sampling which allows the
researcher to draw from a broad, accessible population. Likewise, snowball sampling,
also known as chain-referral sampling, is a type of non-probability sampling wherein
current participants assist in the recruitment of future participants through their
knowledge of colleagues who fit inclusion criteria (Polit & Beck, 2012). Participants
for this study were selected from nurses in the target population who fit the inclusion
criteria and self-identified as having experience with the phenomenon of resilience.
“When it comes to phenomenological research, the question the researcher has to ask
themselves is: ‘Do you [potential participant] have the experience I am looking for’”
(Englander, 2012, p. 19)? Hence the inclusion criteria were set to recruit participants
who had knowledge of and experience with resilience. Thus within the
phenomenological framework, participants were chosen based on their ability to help
others gain a deeper understanding of the nature or meaning of resilience through their
professional work experience in high acuity clinical settings.
Recruitment of Subjects
After Institutional Review Board approval (see Appendix A) was received
from the University of Northern Colorado, the principle investigator networked with
two main professional nursing organizations in Utah: The Utah Nurses Association
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and the Northern Utah Chapter of Sigma Theta Tau International. Both professional
nursing organizations communicate with a wide audience of RNs and are highly
supportive of nursing research activities and promotion of evidence-based nursing
practice in Utah. Verbal permission to disseminate information about the study to
professional nursing populations through member meetings, e-mails, and website
advertisement was obtained. Information about the study, including contact
information for the lead investigator and instructions for participation, were provided
via e-mail for RNs through distribution of the recruitment flyer (see Appendix B) and
the consent document (see Appendix C).
Data Collection and Data Analysis
Methods for Data Collection
As noted above, following Institutional Review Board approval from the
University of Northern Colorado, recruitment strategies were implemented and
response from interested nurses was rapid and enthusiastic. Several volunteers
responded via e-mail indicating their interest in participating within the first two hours
of information release. Phone contact was made with volunteer participants and
interviews were scheduled. An interview confirmation e-mail was sent to each
participant, which included a copy of the informed consent document as well as
verification of the selected date, time, and location of the interview.
At the onset of the interview, participants were reminded that involvement was
voluntary, and they could withdraw from the study at any time. The consent
document containing information about the study was reviewed with each participant
and signatures were obtained (see Ethical Considerations, Protection of Human
Subjects, below). In-depth, one-on-one interviews were conducted in private settings
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with each participant (see Setting below). Participants were asked to choose a
pseudonym to be associated with their interview and each did so. The interview began
with collection of demographic data which included gender, age, race, years of
experience, clinical experience/focus, and highest educational level obtained. Selected
demographic data reflected design recommendations from previous nursing research
(Kim & Windsor, 2015; Kornhaber & Wilson, 2011; Mealer et al., 2014; Mealer et al.,
2012; Wang et al., 2015). Following collection of demographic data, participants
were asked to briefly describe how they came to work in their area of specialty to
provide context for the interview. Next, the interview continued with a broad, opening
question designed to invite participants to share their lived experiences of resilience
(see below).
In descriptive phenomenology, the interviewer asks the participant to describe
a situation in which the participant has experienced the phenomenon. “Asking for a
situation is vital since the discovery of the meaning of the phenomenon (later in
analysis) needs to be connected to a specific context in which the phenomenon has
been experienced” (Englander, 2012, p. 25). It should be noted that it is not the
empirical situation that is of interest to the researcher, rather the meaning of the
phenomenon—and the situation provides the context as “meanings are context
dependent” (Englander, 2012, p. 26). As recommended by Englander (2012) and
Bevan (2014), the format for the initial descriptive question was, “Would you please
describe a situation in your career where you experienced something particularly
difficult in caring for patients? Be as specific and detailed as possible.” Prompt (if
needed), “Can you tell me more about the experience? Exactly what happened?”
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The remaining part of the interview was based on the responses of the interviewee,
with a focus on the phenomenon of interest. Bevan suggested follow-up “structural”
(p. 139) questions which are adapted to each individual and help clarify meaning for
the participant. As an example, Bevan presented the following: “You mentioned you
had concern for your patients. Could you describe what you mean by concern” (p.
141).
It would be easy to accept words like concern at face value without structural
questioning, but this would not be in alignment with the phenomenological attitude of
reflexive bracketing and “deliberate naiveté” (Bevan, 2014, p. 139). The goal was to
have participants describe the experience using descriptive questions as well as
structural or clarifying questions to elicit clarity (i.e., clarify participant interpretations
of the experience). Englander (2012) recommended that longer interviews include a
follow-up question that can be employed when participants reach a limit or seemingly
come to a level of saturation in talking about their experiences. The question is
phrased similar to the following: “Let me ask you this question. How has this
experience affected your life? What kind of impact has it had on your life?”
The follow-up question suggested by Englander (2012) allows the researcher
to capture the “lived persistent meaning” (p. 31) of the experience to the participant.
As discussed by both Englander (2012) and Bevan (2014), descriptive and structural
questions complement each other and add depth and quality to information gathered
by the researcher. Also, descriptive and structural questions “provide a basis for
maintaining the phenomenological reduction as well as a configuration for examining
experience and avoiding explanatory questions or premature interpretations on the part
of the researcher” (Bevan, 2014, p. 141) (see Appendix D).
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Interview lengths ranged from 24 to 60 minutes, and each interview was
conducted in quiet, private locations selected by the participants (see Setting below).
Interviews were captured via digital audio recording with consent of the participant,
and interviews were subsequently transcribed verbatim. It was recognized that
participation in the interview process might cause distress or anxiety for participants
related to recollection of challenging or traumatic events. Hence a study brief (see
Appendix E) was given to each participant at the end of the interview. The study brief
included contact information for a certified mental health counselor, Ammon
Campbell, who had agreed to provide counseling sessions for study participants who
felt they needed additional support after the interview. The fee ($120) for the initial
assessment session was waived.
Setting. Study interviews were conducted in a private setting selected by each
participant. Participants could choose from several options including a reserved
library study room, my office, or their home. The majority of the participants chose to
meet me at my office, though two participants requested to have the interview
conducted at their home. All of the interviews were carried out in enclosed rooms
where conversation and digital audio recording could be accomplished in privacy
without disturbances or distractions. “Do not disturb” signs were placed on the door
to avoid interview interruptions. Participants were situated in a right-angle position to
me to create a comfortable atmosphere that was conducive to open conversation and
would cultivate an environment of trust. Three digital audio recorders were used
simultaneously for data collection as a means of preventing data loss post interview.
One digital recorder with all of the interviews was kept in a locked cabinet in my
office at all times. The second digital recorder was used for interview transcription,
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while the third digital recorder was utilized for data analysis and audio examination of
the interviews during review of transcripts and verification of exactitude. See Chapter
IV for additional details related to the setting under Interviews.
Data security and data handling. As mentioned above, high quality audio
recordings were obtained through digital recorders, and the audio files were
transferred and stored securely on a research laptop with a security protection
password. Backup digital files were also kept in encrypted, password protected cloud
storage to prevent unintended loss. The research laptop was kept in a locked cabinet
in my office that only I had access to. Confidentiality and security of transcriptions
were also maintained in the locked cabinet and office. If any of the study results were
printed, they did not contain any identifying information, and they were kept in the
locked and secured office. After two months, recordings were deleted after
transcriptions had been double-checked for accuracy. Originals of participant consent
forms were transferred to my research advisor Dr. Faye Hummel to be kept in a
secured office for a period of three years as required and outlined in the University of
Northern Colorado research procedures manual.
Methods for Data Analysis
Analysis was guided by Colaizzi’s (1978) method of data analysis. This
method is appropriate for use with descriptive phenomenological studies. Steps 1
through 4 of data analysis (described below) occurred simultaneously with data
collection in an ongoing, cyclical process which helped determine data saturation. As
noted earlier, the method of obtaining data saturation as described by Bowen (2008)
consists of “bringing new participants into the study until the data set is complete, as
indicated by data replication or redundancy” (p. 140). Following each interview, data
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were continually analyzed until no new themes emerged and the data became
redundant. Table 3 provides an overview of the seven steps of the analysis process.

Table 3
Colaizzi’s Method of Data Analysis

Step

Colaizzi’s method of data analysis

1

Read and re-read all of the participants’ verbatim transcripts of the phenomena
to acquire a feeling for them.

2

Significant statements or phrases are extracted from participants’ transcripts
pertaining directly to the research phenomena.

3

Formulated meanings are constructed from the significant statements.

4

Formulated meanings are arranged into themes.

5

Incorporation of the results into a rich and exhaustive description of the lived
experience.

6

Validation of the exhaustive description from the participants involved in the
research.

7

Incorporation of any new or pertinent data obtained from participants’
validation and adapted to attain congruence with the lived experience of the
participants studied.

Note. From “Building Resilience in Burn Nurses: A descriptive Phenomenological
Inquiry,” by R. A. Kornhaber and A. Wilson, 2011, Journal of Burn Care and
Research, 32(4), p. 483.

Once the interviews were completed, verbatim transcriptions were checked and
re-checked for accuracy. After verification of transcript exactness had been
accomplished, Colaizzi’s (1978) steps for data analysis were conducted. During Step

55
1, each transcript was read and re-read in order to obtain a feeling and general sense
about the content as a whole. Review of each transcript was also accomplished
through listening to the audio interview recording while examining the written
transcription simultaneously. Throughout this first step, I noted any personal feelings,
thoughts, or ideas which arose during this initial process of analysis. This information
was added to the bracketing diary (see Bracketing below) to facilitate exploration of
the phenomenon as experienced by the participants themselves. During Step 2, I
searched each individual transcript for significant statements that pertained to the
phenomenon of resilience. These statements were noted on printouts of each
transcript and also coded on a separate sheet based on transcript number, page
number(s), and line number(s). For this research, the analysis process involved
manual coding followed by computer coding in NVivo 11®. NVivo® is software
designed for organizing and analyzing qualitative data such as unstructured interviews
(QSR International, 2016). As transcripts were reviewed, each was uploaded into
NVivo 11® as a source file. When significant statements were identified through
hand coding, a corresponding node was created in NVivo 11®. For example, a
significant statement identified from Interview 1, Cassie included the following: “So
the wall doesn’t have to be huge to protect your emotional side. And that’s where I
was for many years is the anatomy, and the patho, and the initial trauma was so
interesting to me. The walls weren’t big; they didn’t need to be.” This statement was
highlighted in the interview source file and coded into a node titled “emotional wall.”
During Step 3, meanings were formulated from significant statements, such as
the above example, and manually coded for each individual transcript. As an
illustration, the meaning originally formulated from Cassie’s statement above was
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related to the process of individual emotional protection, specifically building “a wall”
in association with particularly difficult experiences in patient care. This information
was then utilized for the next step of data analysis. In the process of Step 4,
formulated meanings were then sorted and coded into categories, clusters of themes,
and themes. This was likewise accomplished by means of manual coding as well as
electronic coding through creation of nodes in NVivo 11®. There were originally 40
nodes created in NVivo 11®, which were then analyzed and re-analyzed related to
significant statements, developed meanings, and categories. Clusters of themes that
reflected a particular experience or essence were then merged to create central themes.
This point in data analysis then led to Step 5 in which the findings of the study were
integrated into an exhaustive description of resilience. During Step 6, validation of
findings was sought from research participants to compare the researcher’s descriptive
results with their experiences. Participant feedback was sought through e-mail
contact. This information is also discussed below under credibility/member checks.
Participants received a summary of Chapter IV including all of the data analysis
results. The objective of performing member checks is to not only provide validation
of the findings, but also discover if any aspects of the experience of resilience were
omitted. Eight participants responded in the affirmative and verified that the results
accurately reflected their experiences. Finally, in the course of conducting the last
step, Step 7, no changes were made in data analysis/findings as a result of member
checks. In its entirety, the phenomenological data gathered provided an accurate
portrait of the general description, common features, and structural connections of
resilience manifest in the data collected (Creswell, 2013). Results were then
integrated into an in-depth description of what the participants experienced, that is, a
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rich, thick description of the phenomenon—in this case, resilience. Chapter V
includes a detailed discussion of the findings.
Validity and reliability. Validity and reliability are terms used to describe the
accuracy of results in research. Although these terms are generally associated with
quantitative research (from positivist epistemology), they are also important in
qualitative research (grounded in naturalistic epistemology). Criterion for assessing
the quality and worth of qualitative research is generally expressed in terms of
credibility, dependability, transferability, and confirmability (Lincoln & Guba, 1985).
These criteria are discussed in detail under Measures to Ensure Trustworthiness.
Qualitative researchers seek illumination and understanding of a phenomena in a real
world setting. Examination of reliability within qualitative research corresponds to the
criterion of dependability (discussed below). It is essential researchers examine the
process and product of qualitative research for consistency (Lincoln & Guba, 1985).
Validity in qualitative research refers to whether or not the interpretations
placed on the data were made by common sense and were not influenced by personal
or cultural perspectives of the researcher. Hence validation refers to the supposition
that the idea is grounded and well supported (Creswell, 2013). Validity and reliability
for this study was achieved through procedures employed by the principle
investigator, such as using an adequate sample size to reach data saturation, keeping
interview field notes and a detailed audit trail, using member checks as well as peer
debriefing, triangulation, dependability audits, confirmability audits, developing rich,
thick descriptions, and bracketing past experiences.
Bracketing. The process of bracketing involves recognition and
acknowledgment of previous knowledge and preconceptions gained through literature

58
reviews and/or personal experience(s) with the phenomenon of resilience, as well as
biases that arose during interviews (noted in my bracketing diary) that might affect
data analysis or interpretation (Creswell, 2013). Every effort was made to ensure I did
not influence the content of the interview, so results would reflect participants’ actual
experiences. I implemented the technique of epoché prior to data collection and
analysis, which included critical self-reflection regarding assumptions, biases, or
worldviews that may affect the investigation. This process facilitated suspension of
judgment or expectations about interview data or interview results. Also, as
mentioned, I kept a bracketing diary. My bracketing diary included thoughts, ideas,
and impressions from personal experiences with resilience that may have interfered
with data collection and analysis. The following includes some of my thoughts
recorded in the bracketing diary:
Before the interviews began, I realized that I had started to think about what I
knew so far on the concept of resilience. In my mind, I went through a mental
list and wrote down my thoughts and impressions. I feel this has been helpful
in setting those thoughts aside. When reviewing the literature for Chapter II, I
purposefully avoided some of the results or findings sections related to
resilience, knowing that I wanted to keep my mind clear and my perspective
fresh when conducting my interviews.
Yesterday I conducted my first interview. I noticed that there were a couple of
times during the interview where phrases were used that reminded me of my
pilot study. This prompted me to remember that I will have to be very careful
about not letting my pilot study and those experiences influence my current
research.
I finished the second interview today. And as I ponder on this experience, I
realize that I’m already a little bit affected by these interviews and the stories
the nurses are sharing. The descriptions are pretty graphic. I suppose in high
acuity areas one would probably expect to hear fairly graphic stories. I’m
noticing that they bother me a little bit. Tough images to think about in my
mind. Wonder if I’ll need counseling after data collection is complete!
Today I finished the seventh interview. One of the things I noticed in my
interviews the past couple of times is that I’m again having to be careful to set
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aside my thoughts and findings from my pilot study. I am seeing some of the
same phrases and themes emerge, but in a different way. More depth, I guess.
Different context, too. Also, I’m noticing that quite a few of the participants
are becoming very emotional during the interviews. Lots of tears. I don’t
know why, but I didn’t expect that. These are really private experiences to the
participants. Today, I almost felt like I was gaining access to personal stories
from a diary, or stories another person wouldn’t normally know about.
As I mentioned a while ago, these are very tough experiences to hear about.
It’s easy for me to become absorbed in the stories due to my own nursing
experiences. I’m a little more worried about how the stories are affecting me.
With the pressure of the semester and the added pressures of family life
including a third layer of dissertation work, I realize I’m vulnerable. I called
Ammon today and asked for some counseling advice on keeping myself strong
during these experiences. I also spent time writing down four pages of my
own experiences which surfaced with the last interview.
Some of the other techniques I employed to reduce bias included using a standard
interview guide and opening descriptive question for each participant. I also
maintained audio recordings of each interview (to verify exactness of information) and
recorded field notes during the course of each interview. I discovered my field notes
became more and more detailed as the interviews progressed. Further, although I
discussed worries over influence of pilot study results in my bracketing diary, I noted
that my field notes were solely focused on the interviews and were an excellent source
for guiding data analysis. The field notes from each interview contained significant
statements and important ideas identified during the course of each interview.
Comparison of my field notes with significant statements later identified during
transcript review and hand coding provided additional external validation of the
findings.
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Ethical Considerations
Risks, Discomforts, and
Benefits to Participants
Risks to study participants were minimal. There may have been some
discomfort during the interview process regarding recollection of traumatic or
challenging events. Participants may have felt anxious or nervous about telling their
story and/or experience some emotional discomfort in relaying information connected
with their unit, their patients, or their physicians. The researcher tried to minimize
these discomforts in three ways: first, by ensuring each interview took place in a
private and confidential setting; second, by using chosen pseudonyms with all study
data and keeping interview information secure; and third, by offering contact
information for available counseling services to each participant after the interview
had been completed (see Study Brief below).
As mentioned above, after the interview was complete, debriefing for study
participants included provision of referral resources which included the name and
contact information of a licensed counselor for participants who felt they needed
additional support after the interview. Ammon Campbell is a licensed mental health
counselor with Alta Behavioral Counseling. Ammon agreed to counsel participants by
request. The initial assessment session fee ($120) was waived. If participants needed
subsequent counseling sessions, the rate was $80 per session or per insurance rates
(Alta Behavioral Counceling, 2015). Additional information on the study debrief
included how the study would be used in the future, as well as researcher contact
information should questions or concerns arise after the interview (see Appendix E).
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A possible benefit to participants was the opportunity to reflect on professional
experiences and appreciate the personal strengths and strategies they had used that
helped them conquer challenges during their career. The interview opportunity also
allowed them to express their feelings (whether positive or negative) and bring
meaning to experiences from the past. The interview process also helped them feel a
sense of accomplishment and feeling of adding to the greater good by providing sage
advice which could benefit vulnerable or novice nurses. At the close of Participant 15,
Susan’s interview, she remarked, “This was good. This was really good.”
Protection of Human Subjects
Protection of human subjects and ethical approval to conduct this research
occurred through Institutional Review Board application approval by the University of
Northern Colorado. Research for this study did not occur until approval was received
(see Appendix A). Participants who volunteered for the study were provided with
information about the study via e-mail which included the recruitment flyer (see
Appendix B) as well as the consent form (see Appendix C) for individual review prior
to involvement in this study. At the onset of each interview, participants were again
reminded that participation was entirely voluntary, and they were free to withdraw
from the study at any time without penalty. As outlined in the data collection
procedures, confidentiality was maintained by assigning a pseudonym to each
participant. Further, an additional step to preserve confidentiality included keeping
study consents in a locked cabinet in my office until they could be securely transferred
to the research advisor as outlined in the University of Northern Colorado research
procedures manual.
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Measures to Ensure Trustworthiness
The criteria for standards of rigorous qualitative research have been outlined
by Lincoln and Guba (1985) and Guba and Lincoln (1989). The authors discussed
credibility, dependability, confirmability, and transferability as “parallel criteria” (or
trustworthiness) to the positivist research concepts of internal validity, external
validity, reliability and objectivity (Guba & Lincoln, 1989, p. 233).
Credibility. Credibility is parallel to the positivist criteria of internal validity
wherein the researcher seeks to accurately reconstruct the realities of the participants.
During the process of data collection, information pertaining to participant experiences
were gathered, and I sought to create a true representation through collaboration with
participants, fellow researchers, and other colleagues. In this study, the methods used
to assure credibility included peer debriefing, member checks, and triangulation. Peer
debriefing was described by Guba and Lincoln (1989) as collaboration with a
“disinterested peer” (p. 237) to discuss findings from the data analysis process such as
emerging themes and study conclusions. This is also known as an external audit
wherein an external auditor examines the process and product of study findings to
assess for accuracy and whether or not the conclusions are supported by the data
(Creswell, 2013). For this study, peer debriefing included consulting with Dr. Kristy
Baron, a faculty colleague familiar with qualitative research, but with no connection to
or vested interest in the study. Dr. Baron conducted an independent review of
participant transcripts. She then collaborated to discuss findings from the data and
provide validation of study conclusions.
To increase credibility and accuracy of findings, participants were consulted at
two points in time. First, participants were asked to review their interview transcript
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and provide feedback. Adapted from the recommendations of Callahan, Maldonado,
and Efinger (2003), questions posed to participants included the following:
1. After reading and reflecting on the transcript, do you believe it is accurate?
2. Do you feel the information clearly and correctly conveys your intended
message?
3. Are there any revisions, additions, or deletions that need to be made?
Feedback from participants was solicited via e-mail which contained a copy of their
individual transcript. The e-mail also contained the questions listed above. Seven of
the participants responded by confirming that no changes were needed at that time.
An example of participant feedback included the following:
Participant 3, Sophia, commented,
I can’t say it “clearly” describes much (damn glad I didn't have to listen to it),
but the basic stuff is all there. The un-natural job of dealing with death and
dying (as an everyday experience), the protective shell (that then interferes
with relationships, cuz you can’t take it down so easily), the emotional
vomiting/sharing/talking to others. It’s all there.
The second contact with participants occurred during Step 6 of data analysis
which included member checks. Member checks are described as “taking data and
tentative interpretations back to the people from whom they were derived and asking
them if the results are plausible” (Merriam, 1998, p. 204). Guba and Lincoln (1989)
also described this process as “testing hypotheses, data, preliminary categories, and
interpretations” (p. 238). For this study, member checks included asking participants
to provide feedback regarding emerging themes in an attempt to augment the accuracy
of findings. Feedback was again solicited through e-mail. Eight participants replied
via e-mail and confirmed the findings were congruent with their experiences.
Participants also felt the themes were “complete” (Participant 8, Savannah) and
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“covered the study question very well” (Participant 17, Cassidy). As a result, no
changes were made. Examples of member check feedback included the following:
Participant 1, Cassie said,
What an amazing compilation this is, London. It’s interesting that I can see
parts of me in every one of these themes. I didn’t skip any of them. I thought
that maybe there would be key themes that we all experience that form the
basis of resilience in a high acuity work environment, but it feels like I have a
part of every theme.
Participant 9, Cora commented,
I think your findings align with my general feelings about coping techniques
and resiliency—I just didn’t have words to put to them yet (if that makes
sense). I can definitely see elements of what I’ve experienced in the findings
as well. I don’t feel that anything is missing at this time, but I’m sure I’ll refer
to this study again and if I do I’ll let you know!
In Participant 4, Monica’s words,
I thought your findings were insightful. The themes organized our thoughts,
feelings, experiences, spirituality, and mentoring into easily understood
concepts. I am able to personally identify with many aspects of each theme.
Job well done!! I enjoyed each theme’s description and examples the most. It
reflects how nurses are special at heart and why we continue to work in the
field. I can’t see anything missing. I think you did a great job in conquering
and deciphering the deep emotions and experiences of nurses’ highs and lows
into words.
Triangulation is the process of using multiple sources to corroborate the
evidence (Lincoln & Guba, 1985). Triangulation of sources included interviewing
multiple participants and then comparing different viewpoints to shed light on the
consistency of data (i.e., corroborating themes). Analyst triangulation involved
utilizing multiple analysts to review the findings. The goal with analyst triangulation
was to illuminate blind spots in interpretive analysis and see the data from more than
one point of view to enhance understanding. For this study, analyst triangulation
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included consulting with Dr. Valerie Gooder during the data analysis process to
review findings (Creswell, 2013; Guba & Lincoln, 1989).
Transferability. Transferability is the parallel to the positivist criteria of
external validity or generalizability. Guba and Lincoln (1989) described a transferable
study as one that provides a full description and complete understanding of the study
to the extent that the readers can make a determination regarding personal
applicability to their own situation. Creswell (2013) noted that to ensure
transferability, the researcher must include “rich, thick descriptions” (p. 252) with
enough “abundant and interconnected details” (p. 252) that the audience can determine
whether the findings are able to be transferred “because of shared characteristics” (p.
252). Detail in the descriptions may contain physical descriptions and activity
descriptions utilizing “strong action verbs and quotes” (Creswell, 2013, p. 252). For
this study, transferability was achieved through provision of rich descriptions with as
much detail as possible, such that nurses working in the clinical setting would be able
to determine what information was transferable and useful in their lives as they
continued in their work with patients and negotiated encountered stress and trauma.
See Discussion of Findings in Chapter V.
Dependability. Dependability is the parallel to the positivist criteria of
reliability. Dependability is attained through utilization of consistent use of research
methods throughout the study. Nonetheless, in qualitative investigation methodology
and hypotheses are expected to evolve as the process unfolds (Guba & Lincoln, 1989).
Thus it is critical to track and record changes that occur during the research process
given the developmental nature of qualitative research. The method used to increase
dependability of the study included creating an audit trail, also known as a
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“dependability audit” (Guba & Lincoln, 1989, p. 242), which tracked and recorded all
decisions made during the research process. Creation of an audit trail included
creating a log of all decisions made during the data collection as well as data analysis.
The audit trail also included any changes that may be made to the methodology or
research questions. An electronic audit trail was also created in NVivo 11® during the
data analysis phase. In its entirety, this written detail would allow outside observers to
“explore the process, judge the decisions that were made, and understand what salient
factors in the context led the evaluator to the decisions and interpretations made”
(Guba & Lincoln, 1989, p. 242). Review of the audit trail was a component of peer
debriefing information reviewed with Dr. Baron. Dr. Faye Hummel (my research
advisor) and Dr. Gooder also provided ongoing collaboration related to details of the
audit trail, including decisions made prior to and during data collection and analysis.
Confirmability. Confirmability is the parallel to the positivist criteria of
objectivity. In qualitative research, confirmability ensures that findings from the study
are “rooted in themselves” and are not influenced by the researcher’s motives, values,
or biases (Guba & Lincoln, 1989, p. 243). Confirmability for this study also included
the use of an audit trail. Guba and Lincoln (1989) described this as a “confirmability
audit” (p. 243). The audit trail described above was employed for both dependability
and confirmability of the study. The confirmability audit provided detail such that the
research advisor and research committee would be able to clearly identify any changes
made to data analysis or any other part of the research process.
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Summary
This chapter presented a discussion of the research design, as well as an outline
of research methodology, methods, and standards of rigor. Chapter IV will present a
review of findings.
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CHAPTER IV

DATA ANALYSIS RESULTS

Introduction
This study on resilience set out to answer the question:
Q1

What is the lived experience of nurses in the clinical setting related to
the construct of resilience, and what meaning does resilience hold for
them?

To answer this question, a phenomenological investigation was undertaken.
Fifteen nurses with five or more years of current or previous full time experience in
selected high acuity clinical units including the intensive care unit (ICU), emergency
room, neonatal ICU, and the intermediate care unit were interviewed and were asked
to describe their experiences related to the phenomenon of resilience. Analysis of the
data revealed seven themes. The following sections provide an overview and
discussion of the study data and identified themes.
Study Data
Data for this qualitative study were obtained through unstructured interviews
with 15 nurses who volunteered to participate in the study. Study data also included
information from field notes taken during the interviews wherein observations and
impressions were logged. There were two instances where participants added a few
comments right after the recording had stopped, and this information was also
documented in the field notes. Thus interview transcriptions became the primary
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source of data which were then supplemented by information from the field notes.
The following sections provide details related to the participants as well as the
interview process.
Interviews
Each of the interviews were conducted in private settings selected by study
participants. As noted in Chapter III, participants could choose from several options
including a reserved library study room, the lead investigator’s office, or their home.
Thirteen of the participants chose to meet me in my office at Weber State University
for the location of their interview. Two of the participants requested that I meet them
at their home. All of the interviews were carried out in enclosed rooms where
conversation and digital audio recording could be accomplished in privacy without
disturbances or distractions. Ten of the participants arrived for the interview with a
composed and confident demeanor, while five arrived with a smile on their face and
obvious excitement about telling their story. During the interviews, observations were
made regarding participant demeanor and other non-verbal cues. Though nine of the
participants became emotional and cried at various times while telling their story, none
demonstrated signs of excessive discomfort or distress during the interview. In all
cases but one, the body language of each nurse remained relaxed and calm. When
interviewing Cassidy, however, her body language indicated a slight to moderate level
of tension (see Participant 17, Cassidy, below). She had a calm expression and a smile
on her face, but her arms were crossed throughout most of the interview and her hand
gripped her arm tightly enough to turn her fingers slightly purple. Nevertheless, by
the end of the interview she had uncrossed her arms and tucked her hands into her
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crossed legs. She was able to tell her story with ease. Interview lengths ranged from
24 minutes to just over an hour, with an average length of 45 to 50 minutes.
The interview guide was used to provide standardization and a foundational
structure for each interview (see Appendix D). After participants had chosen a
pseudonym to be associated with their interview, demographic information was
collected and brief background information was recorded. Following this, the
interview then progressed to the central question of, “Would you please describe a
situation in your career where you experienced something particularly difficult in
caring for patients?” Each participant was encouraged to provide as many specifics
and details as they could recall related to their experience. Because participants had
been provided with the study flyer and informed consent document in advance of the
interview, all had taken the opportunity to ponder the central question and were ready
to share their experiences. During the course of the interview, structural questions
were used to clarify information and meaning of particular phrases used by
participants. As recommended by Englander (2012), a follow-up question was also
used during each interview when participants appeared to reach a level of saturation in
talking about their experience(s). The question was phrased as follows: “Let me ask
you this question. How has this experience affected your life? What kind of impact
has it had on your life?”
Participants
Participants for the study included registered nurses (RNs) from various areas
and hospitals in Northern Utah. After receiving the recruitment flyer via e-mail and
reviewing the information, nurses who volunteered to participate effectually selfidentified as a nurse who met the inclusion criteria, which included a perception of
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themselves as an RN having experience with the phenomenon of resilience.
Additionally, RNs volunteering to be involved in the study indicated they had five or
more years of current or previous work experience in a high acuity clinical setting
including one or more of the following units: ICU, emergency room, neonatal ICU,
and/or intermediate care unit. Six of the participants had full time work experience in
more than one high acuity clinical unit. A case in point, Participant 6, Patty, had 18
years of full time experience as an RN in the emergency room and 15 years of full
time experience as an RN in the ICU. There were a total of 17 RNs who were
interviewed for the study, though two participant interviews had to be excluded from
the study because it was discovered after the fact that they did not meet the inclusion
criteria related to years of full time experience. Participant 2, Riley, had over 10 years
of full time experience as an RN, but only 1.5 years of her full time experience were in
the ICU. This clarification arose during the interview. Participant 12, Kelly, had over
26 years of experience as a neonatal ICU nurse, but it was discovered after the
interview that she had always worked part time.
Of the 15 participants included in the study, 14 were female and one was male.
Ages ranged from 27 to 70 years old. All of the participants were Caucasian. Total
years of full time clinical experience as an RN ranged from 8 to 38 years with an
average of 21.6 years. Related to the identified high acuity clinical area, five of the
participants had experience in the ICU care unit, three participants had experience in
the emergency room, four participants had experience in the neonatal ICU, and three
of the participants had experience in the intermediate care unit. Years of full time
clinical experience in the identified high acuity setting ranged from 7 to 28.
Moreover, all of the participants had additional full time clinical nursing experience in
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other areas such as anesthesia, float pool, surgical/operating room, medical-surgical,
cardiovascular, and pediatric units. Related to highest educational degree, three
participants held an associate degree, seven participants held a baccalaureate degree,
four participants held a master’s degree, and one participant held a doctoral degree.
Participant 8, Savannah, and Participant 9, Cora, who both held baccalaureate degrees,
were in school working on their master of science in nursing degrees. Participant 14,
Ralph, who held an associate degree, was also in school working on completion of his
baccalaureate degree. All of the demographic information pertaining to study
participants was compiled into Table 4.
Although the demographic data demonstrated individual differences in age,
total years of clinical experience, experience in various clinical areas, as well as levels
of education, there were also similarities discovered throughout the course of the
study. Individual interviews, as well as information obtained before or after
interviews, revealed parallels in perceptions, thoughts, and feelings despite differences
in background and experience across participants. Commonalities and connections in
universal essences or eidetic structures in the lived experience and meaning of the
experience for participants were also discovered during data analysis. This will be
discussed further under the Results and Findings section which follows. Since the
nature of descriptive phenomenological research is comprised of rich details and
important contextual factors, a brief overview of the background for each of the 15
participants is provided in the information which follows. Note that background
information for Participant 2, Riley, and Participant 12, Kelly, has been removed since
these participants did not meet inclusion criteria as explained above. Participants are
listed in order of interview including chosen pseudonyms.

Table 4
Participant Demographic Information

Participant
pseudonym

Gender

Age

Race

Experience as RN
Total Yrs.

Cassie
Sophia
Monica
Molly
Patty
Abigail
Savannah
Cora
Suzy
Carly
Darlene
Ralph
Susan
Anastasia
Cassidy

Female
Female
Female
Female
Female
Female
Female
Female
Female
Female
Female
Male
Female
Female
Female

43
59
50
34
70
50
57
27
36
38
54
43
54
52
43

Caucasian
Caucasian
Caucasian
Caucasian
Caucasian
Caucasian
Caucasian
Caucasian
Caucasian
Caucasian
Caucasian
Caucasian
Caucasian
Caucasian
Caucasian

18
31
18
11
33
19
38
8
15
19
30
9
25
28
22

Specialty clinical
area as RN
(Yrs. in area)

ER
ICU
ICU
ER
ER
IMC
NICU
ICU
IMC
NICU
NICU
IMC
ICU
ICU
NICU

(10)
(7)
(12)
(11)
(18)
(13)
(36)
(7)
(10)
(19)
(30)
(9)
(25)
(28)
(20)

Other clinical area
experience

NICU
Anesthesia
Float pool
Surgical
ICU
Float pool & ICU
Float pool
Med-Surgical
ICU
Pediatrics
Pediatrics
Float pool & ICU
Cardiovascular
ER
Pediatrics

Highest
educational
degree
Master’s
Master’s
Master’s
Baccalaureate
Baccalaureate
Baccalaureate
Baccalaureate
Baccalaureate
Doctorate
Associate
Baccalaureate
Associate
Baccalaureate
Master’s
Associate
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Note. RN = registered nurse, ER = emergency room, ICU = intensive care unit, IMC = intermediate care unit, NICU = neonatal
intensive care unit.
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Participant 1, Cassie. Cassie was a 43-year-old Caucasian female with a
master of science in nursing degree and 18 years of full time clinical experience in two
high acuity nursing units, including 10 years in the emergency room and eight years in
the neonatal ICU before that. She commented that she currently worked part time in
the emergency room and full time as an assistant professor at a local university. When
asked how she came to be in the emergency room, she explained that she knew she
wanted to be in healthcare “right after high school,” so she applied for medical school
but was not accepted. Consequently, she decided to become certified as an emergency
medical technician and ended up working for the fire department as a fire fighter
emergency medical technician. In this capacity, she responded to emergency calls
with an ambulance team as an emergency medical technician for “a couple of years.”
She also worked in admissions at a local hospital and ended up progressing from
admitting to an emergency medical technician for the hospital. At the time, “nurses
were getting paid $10 more per hour than EMTs [emergency medical technicians],” so
she decided to go to nursing school. In Cassie’s words, “So I went back and got my
associates degree, and it was smooth sailing from there.”
Participant 3, Sophia. Sophia was a 59-year-old Caucasian female with 31
years of total clinical experience in nursing, including seven years of full time
experience in the ICU and 24 years of full time work in anesthesia. She held a master
of science in nursing degree and was a certified registered nurse anesthetist who
practiced in that role at the time of the interview. Sophia’s experiences in the ICU
occurred while she was serving with the United States Air Force. In her words, during
her first assignment, she was “sent to an ICU course so she could fill in intermittently”
on that unit at the base. Her experiences progressed from there.
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Participant 4, Monica. Monica was a 50-year-old Caucasian female with a
master of science in nursing degree, and over 18 years of full time clinical experience
as a registered nurse, 12 of which were in the ICU. Within the past two months prior
to her interview, she had recently graduated as a nurse practitioner and had been
looking to transition into that role within the next year. Until then, she continued to
work full time in the ICU. When asked how she originally came to be in the ICU,
Monica responded, “I used to work in the float staff, so I’ve worked adult critical care,
intermediate care, medical, surgical, and two years I worked in the radiology
department as an oncology nurse.” She stated that she went to the ICU because she
“liked the patients, and the staff, and the supervisor.” Those were her main reasons
for choosing to work on that unit. Eventually, she stayed on the unit because her
schedule and hours worked out to be convenient for her home and family life.
Participant 5, Molly. Molly was a 34-year-old Caucasian female with 11
years of full time nursing experience, 10 of which were in the emergency room.
Molly stated that she worked on the surgical unit for one year. She held a
baccalaureate degree in nursing and continued to work full time in the emergency
room. When asked what brought her to the emergency room, Molly replied, “That’s
where I always wanted to be.” She continued by saying she wanted to be a nurse right
out of high school as she had grown up in a family of nurses. The emergency room
intrigued Molly and she made it a goal to work there. She said, “I didn’t want to be
anywhere else.”
Participant 6, Patty. Patty was a 70 year-old Caucasian female who had
recently retired from working full time in the emergency room. She held two
baccalaureate degrees, one in nursing and one in allied health. Patty had 33 years of
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full time clinical experience as an RN, with 18 years of experience in the emergency
room and 15 years of experience in the ICU. Prior to her experiences as an RN, Patty
had worked as a licensed practical nurse in the ICU as well as the medical-surgical
unit. When asked how she came to be in the emergency room and ICU, Patty
responded, “Well, I started nursing as an aid in 1964 on a neuro floor, and that was
before there was much saving anybody on neuro.” Patty went back to school and
graduated with her RN in 1982. She commented that she was already working in the
ICU as a licensed practical nurse when she graduated, so she “stayed there.” She also
remarked that the ICU was “exciting because in those years there was always
something new to learn, or to do, or to add to your knowledge base. So it was never
the same or repetitious.” Patty witnessed the “beginning of heart surgery . . . and the
neuro program . . . the beginning of camino monitoring, head monitoring, and swans”
at the hospital where she worked. This was the beginning of implementation of new
heart and neurological procedures as well as the beginning of use of associated
equipment outside of a research hospital. She felt these experiences added to the
appeal of her work in those units.
Participant 7, Abigail. Abigail was a 50-year-old Caucasian baccalaureate
prepared nurse with 19 years of full time clinical experience, including 13 years of
experience in critical care on the ICU. During her last eight years on an intermediate
care unit, she was also a team leader. Following her experience on an intermediate
care unit, she decided to switch roles and was working full time as a house supervisor.
Abigail also had some experience floating to the ICU. When asked how she came to
be working on the intermediate care unit, she responded that she originally went to
nursing school so she “didn’t have to answer the phones as the operator” at the clinic
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where she worked. She felt that during her nursing experience she was able to
conquer a lot of fears that she had and fell in love with patient care. Initially, she
wanted to work on a medical floor where some of the patients were “do not
resuscitate.” She stated, “I didn’t want it to be my fault if I missed a code blue. I was
very stressed about anybody dying because of my not catching something.”
Consequently, for the next five years she continued working days at the clinic during
the week and every other weekend on the medical unit. Her transition to an
intermediate care unit came about due to dissatisfaction with her manager, and in her
words, “the only place hiring was IMC [intermediate care unit].” After hire, she
realized she had a lot of friends who worked on the unit and “had made the same
journey” she had. Eventually, she became “part of the group” on the intermediate care
unit. I noted when Abagail arrived at my office she already had traces of tears in her
eyes. She commented that she had experienced an “especially difficult night” the
night prior as house supervisor, and that she was “going to cry in this [the interview]”
because she was tired and not because she was sad. This detail was documented in the
field notes. Still, she was able to smile as she began to tell her story.
Participant 8, Savannah. Savannah was a 57-year-old Caucasian female with
38 years of full time clinical experience as a baccalaureate prepared nurse with the
majority of her experience in the neonatal ICU. Over the years, she had served in
various roles in the neonatal ICU including the unit educator, which was the position
she held at the time of the interview. She was also in the process of pursuing her
master of science in nursing degree. As noted above, most of her work had been in the
neonatal ICU in “Level 3s and Level 2s” in various hospitals across the Wasatch Front
(Utah). She also worked with a surgical group for two years, but in her words she
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“was a fish out of water and had to get back to [her] babies.” Although the bulk of her
current experience was centered on providing education for all of the neonatal ICU
nurses, she still did “a token amount of shift work” so she could “write a good test
question.” By working at least one shift per pay period, she was able to stay abreast of
what was happening on the unit.
Participant 9, Cora. Cora was a 27-year-old Caucasian female with eight
years of full time clinical experience as a baccalaureate prepared nurse, all of which
had been in the ICU with the exception of one year of experience on a medical unit as
an licensed practical nurse. She was in the process of pursuing her master of science
in nursing degree while working full time in the ICU. When asked how she came to
be in the ICU, Cora replied that she felt it fit her personality best. She stated, “I’m
very type A. I can be aggressive when necessary.” She also had a desire to “know
everything about her patients,” and she did not feel this was possible on the medical
unit. As a result, she requested to complete her capstone clinical experience in the
ICU and “it fit like a glove.” She loved “knowing every single drop that went in and
out of [her] patients.” Cora also admitted that she is “kind of like an adrenaline junky
a little bit.” She loved responding to codes and working in high stress situations. She
also admitted that she liked “being the one that people would call in a panic, and being
able to go and be the rational one” who knew what to do to fix the situation. In the
end, this was the reason why she remained in the ICU. Interestingly, although Cora
insisted she had learned to cope with a high stress working environment which
included patient deaths, the first words of her interview were, “So, I might cry.”
Participant 10, Suzy. Suzy was a 36-year-old Caucasian female with 15 years
of full time clinical experience as an RN, five of which were in the ICU and 10 of
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which were on the intermediate care unit. She also had some clinical experience in
women’s and children’s health, as well as the neuro high observation unit. Suzy held
a doctoral degree in nursing and was working full time as an associate professor in a
school of nursing at a local university. When asked what brought her to the ICU and
intermediate care unit, she responded that she originally worked in the post-partum
unit as a licensed practical nurse, but found that it was not challenging enough for her.
She discovered that she did not like working with the moms “thinking that they were
whiney,” and thought maybe she would transfer to the neonatal ICU. Suzy felt she
needed something that would “really challenge [her] skills.” She stated that she “liked
trauma and adventure, and being challenged on a day-to-day basis at work.” She said
she knew she would not have job satisfaction until that need was met, and she did not
feel her skills were being utilized on the post-partum unit. So, she applied to work on
the neuro high observation unit as a licensed practical nurse and stayed there until she
became an RN. Later, the hospital transitioned the neuro high observation unit into
what is currently the intermediate care unit. Suzy and her co-workers floated to the
ICU and had dual roles. She commented that she loved the “higher skill training” she
received while floating to the ICU. She stated, “I wanted to feel needed. That was
important to me.”
Participant 11, Carly. Carly was a 38-year-old Caucasian female with 19
years of full time clinical experience as an RN with 18.5 of those years spent in the
neonatal ICU. She also had five months of experience in pediatrics. She held an
associate degree in nursing and had been firm in her opinion, “I wasn’t going further
than that” with her education. When asked how she came to be in the neonatal ICU
she stated that she started out as a certified nursing assistant in that unit and stayed
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there for six years working in that role. At some point, one of the physicians stopped
her to ask her why she was not a nurse. She replied that it was due to finances, and the
physician offered to pay for her schooling while she continued to work. Carly stated
that it took her eight years to complete her associate degree in nursing, “from prerequisites all the way through.” Initially, when completing her licensed practical
nurse, she had to leave the neonatal ICU for a brief period of time (five months)
because the neonatal ICU did not hire licensed practical nurses in the department
where she worked, so she moved to a pediatric unit. During her experience on the
pediatric unit, she was able to hire back on to another neonatal ICU unit as an RN and
has stayed there ever since. Carly stated that she “loves bedside nursing.” Although
she had been asked by various physicians and management team members to consider
completing her nurse practitioner degree or take a position in nursing management,
she emphasized that she did not want to and would rather be at the bedside. In her
words, “I don’t want to do the paperwork or the meetings.” At this point in her life,
she did not want to go back to school. She preferred to maintain her role at the
bedside taking care of the babies and their families.
Participant 13, Darlene. Darlene was a 54-year-old Caucasian female with
30 years of full time clinical experience as an RN, including 27 years in the neonatal
ICU and three years of experience on the pediatric unit. She was a baccalaureate
prepared nurse who was in the process of completing her nurse practitioner degree
when she injured her back and was unable to finish. While working on her nurse
practitioner degree, she also gained some experience cross-training in the ICU. When
asked how she initially came to be in the neonatal ICU, Darlene remarked that she
knew she always wanted to be a nurse but did not think she was smart enough, so she
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did not originally go to college. After her first daughter was born, Darlene decided “I
might as well try,” so she did. She continued to describe that at the time she graduated
there was not a nursing shortage, so she was obligated to take a job where there were
openings. She stated, “I wanted to be in some sort of ICU and I just thought newborn
intensive care was interesting.”
Participant 14, Ralph. Ralph was a 43-year-old Caucasian male with nine
years of full time clinical experience as an RN on the intermediate care unit. He also
had experience floating to the ICU while working on the intermediate care unit. At
the time of the interview, he held an associate degree in nursing, but had been working
on completing his baccalaureate degree. Ralph said he originally came to work on the
intermediate care unit through his preceptorship experience while in nursing school.
As his experience drew to a close, his preceptor suggested he apply for a position that
had recently opened on the unit. He applied for the position and got the job.
Participant 15, Susan. Susan was a 54-year-old Caucasian female with 31
years of full time clinical experience as an RN, including 25 years in the ICU and six
years of experience in the coronary intensive care and cardiovascular thoracic units.
She held a baccalaureate degree in nursing and was working as the cardiovascular
thoracic unit education consultant. When asked how she originally came to work in
the ICU, she stated that she initially went into nursing because her mother had been in
a horrific accident when she was 17 years old. Her mother’s injuries were quite
extensive including a traumatic brain injury, a fractured pelvis, a fractured neck, and a
ruptured spleen. Susan stayed with her mom during her hospital stay. It was during
that time a particular nurse became an extremely special part of her mother’s recovery.
She commented that she loved the nurse and the care this nurse provided. As a result,
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this experience prompted her to go to school to become a nurse. Susan found that she
loved working in the critical care environment. She felt this environment provided an
avenue for continual learning and personal growth.
Participant 16, Anastasia. Anastasia was a 52-year-old Caucasian female
with 31 years of full time clinical experience as an RN, including 28 years of ICU and
cardiovascular operating room experience. She had been working in the emergency
room over the past four years as the clinical educator. Anastasia held a master of
science in nursing degree, and when asked how she came to be in the ICU, she
remarked that she “always wanted to be a nurse.” After graduating with her associate
degree in nursing, she completed a summer course in the operating room and went on
to begin working in the cardiovascular operating room after passing her boards.
Anastasia worked as a clinical coordinator for 16 years where she gained a great deal
of knowledge and skill in management. She was then encouraged to move into a
nursing director role for intensive care medicine and stayed in that area of nursing
until her recent transition to the emergency room. She stated that hers “is not a very
exciting story,” but she “has loved every point along her journey.”
Participant 17, Cassidy. Cassidy was a 43-year-old Caucasian female with
22 years of full time clinical experience as an RN, including 20 years in the neonatal
ICU and two years on the pediatric unit. She held an associate degree in nursing.
When asked how she originally came to work in the neonatal ICU, she stated that she
“always wanted to work with babies.” Cassidy then went on to explain that she had a
friend who worked in the neonatal ICU who told her they were hiring. After hiring on
in a neonatal ICU in Idaho where she lived, her family moved to Utah where she again
found a job in a neonatal ICU at a local hospital. She commented that she had worked
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in the same unit ever since. Cassidy closed her remarks by saying, “That’s how I got
into the neonatal ICU, but I always wanted to do babies.”
Results and Findings
The original research question was:
Q1

What is the lived experience of nurses in the clinical setting related to
the construct of resilience, and what meaning does resilience hold for
them?

In-depth interviews with 15 nurses who had current or previous full time
experience working in high acuity clinical settings shed light on this critical inquiry.
Although each individual story was unique, analysis of the data revealed
commonalities across experiences. As reviewed in Chapter III, descriptive
phenomenological research aims to describe a particular phenomenon under study.
This is accomplished by exploring subjective experiences of individuals and viewing
each individual as one representative of the world in which he or she lives.
Descriptive phenomenological researchers hold to the belief that consciousness is
what humans share, and there are features of any lived experience which are common
to all who have the experience. Thus the aim of the researcher is to discover these
universal essences or eidetic structures present across individual experiences. Hence
the analysis process revealed how the phenomenon of resilience is present and
experienced within this intersubjective nurse community (Englander, 2012; Wojnar &
Swanson, 2008). For this study, seven themes emerged from the data in response to
the research question presented above. Themes were identified through manual
coding as well as analysis utilizing NVivo 11® software. The seven themes were (a)
Theme 1, Personal Fortification and Protection; (b) Theme 2, Communication with
Peers and Others; (c) Theme 3, Managing and Processing Experiences; (d) Theme 4,
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Utilizing Supportive Resources; (e) Theme 5, Gaining and Applying Knowledge; (f)
Theme 6, Connection with Patient and Family; and (g) Theme 7, Recognizing the
Meaning and Impact of Experiences.
Presentation of Themes
Theme 1. Personal Fortification
and Protection: Emotional
Identification Self-Protection
and Self-Care Activities
The first theme which emerged from analysis of individual interviews
pertaining to particularly difficult experiences in patient care was personal fortification
and protection. There were two associated subthemes: emotional identification selfprotection and self-care activities. Nurses engaged in personal strengthening and selfprotection/self-care activities in an effort to confront and adapt to difficult experiences
in patient care. All 15 participants discussed elements of personal fortification and
protection in their interviews. In total, there were 112 references to instances of selfprotection and self-care activities which took place as a result of encounters with
distressing events. The NVivo 11® nodes originally associated with this theme were
initially labeled as “emotional identification and protection,” and “self-care activities.”
However, the subtheme of emotional identification and protection was changed to
self-protection to distinguish this type of protection from the protection nurses often
provide for their patients and families. Nurses used phrases, such as, “create a wall
to protect myself” and “you have to be careful what you’re giving out, you’re getting
back,” in references to experiences with personal fortification and self-protection.
Emotional identification self-protection. For nurses in high acuity units,
being able to recognize emotions and protect oneself emotionally from the experience
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was discussed repeatedly. Manual coding and NVivo 11® analysis revealed all of the
participants spoke of various aspects of identifying or acknowledging their own
emotions connected with patient care and then protecting themselves accordingly.
Participants used various terms for emotional protection such as building “a wall,”
creating a “shell,” “compartmentalizing,” “toughening up,” “burying,” or “stuffing”
their emotions. In all participant experiences, personal emotional protection was used
in the moment of patient care to enable the nurse to continue forward in caring for
their patient or patients. An NVivo 11® word frequency query revealed 171
references utilizing the words feel, feeling, feelings, or feels. There were also 96
instances of incorporation of the word emotion in the interviews. It is important to
note that as a result of the emotional self-protective process, personal emotions were
not permanently buried or ignored. Rather, they were addressed at a later time. This
notion was discussed by participants and is included in elements of managing and
processing events (Theme 3) as well as utilizing supportive resources (Theme 4). The
following selections from interview transcripts demonstrate the emphasis nurses
working in high acuity areas place on protecting oneself emotionally from distressing
or difficult experiences in patient care.
The first participant to discuss recognition of the emotional side of nursing in
high acuity areas was Cassie. She described an experience in the emergency room
which involved a patient with severe head trauma. She said,
So the first time that I remember thinking healthcare is its own entity that is
completely different than anything else, and there’s a lot of emotion that you
have to process all the time was . . . there was, he was the vice president of a
bank that was out with a chainsaw and he was cutting branches above his head,
and the chainsaw kicked back and it hit him in the head, and he came into the
ER [emergency room]. And it was a trauma, of course, but I just remember
after all of the trauma of trying to save him . . . of course we didn’t because he
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had brain matter. . . . I remember taking some time with that body afterwards
and examining the head and the brain and the skull and all the details of the
body, knowing that at one point this was a living being that had emotion, and
had family and everything . . . to now it is just a specimen that I can stick my
hand in.
She continued by discussing the emotional “processing” (her words) this experience
initiated concerning the awareness of whether or not she needed to “build a wall” to
protect herself emotionally. She described it this way:
That was probably the first time that I really felt like nursing has so much more
emotion with it, because it’s not just a body on the table that we would just
take apart like the anatomy. . . . Am I more interested in the anatomy and the
patho, and the physiology of this trauma, or can I allow myself to get
emotionally involved? Or, do I have to create a wall there to protect myself
and just be interested as a nurse versus the social side of it? And what’s going
to happen with this prominent figure in the state of Utah who now has lost his
life and where it goes from there?
Also, Cassie described the depth of the emotional wall she later developed. She
associated the depth of the wall with the depth of connection being made with patients.
At that time, she said she did not need a “big wall,” because she could step back from
the situation and remain somewhat uninvolved:
So the wall doesn’t have to be huge to protect your emotional side. And that’s
where I was for many years is the anatomy, and the patho . . . and the initial
trauma was so interesting to me. The walls weren’t big; they didn’t need to be.
The social side of it was so short, and I didn’t have to deal with the family for
very long, and there are social workers and so many other interdisciplinary
people that I could just step back and didn’t have to be involved in that. And
that was the protectiveness that I had for years.
She summarized her thoughts on the importance of identifying personal emotions
associated with difficult experiences in patient care by describing the process of
utilizing self-awareness and separating the self from work. This process of protecting
the self was characterized as “stepping back” and not allowing emotions to become
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part of the equation. She felt this was an important part of maintaining individual
emotional health for nurses and being happy in their career. She said,
So for me, I think as humans you can only be exposed to so much emotional
trauma—and then as healthcare providers, you just assume that you can take
everything. I feel people are like it doesn’t matter how emotional it is, you
chose healthcare, so everything can come at you and you have to make your
way through it. You can’t be—you can’t say, “Nope I can’t handle this today,
I’m having a bad day at home. My kid has leukemia himself, so now I can’t
take care of this leukemia patient.” No, in healthcare it feels like you have to
deal with all the emotional side of it just as well as you do with the physical
side of things. So, I feel like to maintain happiness in such a high emotional
field, you have to have the ability to just step back and say, “I’m doing the best
I can, but I can’t take on any more today, or right now, or in this career,
because I have my own emotional health.” So that stepping back a little bit
and not letting their emotions affect you as if your loved one was affecting
you, is the wall that I mean. It’s a little step back, and just saying, “It’s a job
still.” I have to maintain this job and go to work every day, and if I
emotionally take on their emotion, then it will lead to burnout and I won’t have
a happy career.
In her work on the intermediate care unit, Suzy described the emotional response that
accompanies dealing with patient deaths in the middle of her shift. As with Cassie,
Suzy described an awareness that emotional protection was needed to fortify the self
and continue onward in patient care. In comparison with Cassie’s “wall,” she labeled
the emotional separation as “compartmentalizing.” She said,
That was the moment where I thought—this was my thought. . . . “Well good
thing I’m capable of umm compartmentalizing, and knowing I have other
patients to take care of.” Even though an hour ago I watched a man die and
had to call his wife and tell her. And then you just went on with your day.
Carly, a neonatal ICU nurse, discussed her experiences dealing with unexpected infant
deaths. She also described compartmentalizing that goes along with emotions and
difficult experiences in patient care:
And so you can kind of compartmentalize the different things and say,
“Okay—Are we a well infant that maybe has some risk factors? Are we a
premature infant that could go either way?” But you are prepared if it goes
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south, you know what I mean? Or, you have a sick infant that you just expect
it to go south, and then when it doesn’t you go, “Yay!” You know what I
mean? So it’s kind of like you are already prepared in a sense with the infants.
With any other population. . . . The six-day-old, that really rocked me—that
was hard.
Correspondingly, she talked about her “wall”:
Technology is amazing for infants right now. We can resuscitate 22-, 23-, 24weekers, but what’s going to happen with that? You know? So, I don’t know
. . . I guess my coping is I can do my job, and I can do it really well because I
don’t have to deal with the long term effects of it. And that’s how I’m able to
put up my wall. . . . And there’s others that I work with that can’t.
Likewise, Ralph discussed his perspective on emotional responses to caring for violent
or emotionally abusive patients and/or families. Ralph’s emotional protectiveness was
described as burying his emotions or putting them aside. As with Cassie, Suzy, and
Carly, he felt this protective process allowed him to separate the experience so he
could continue to remain in the profession. He said,
Hey, I’m a typical guy . . . Emotions—I try to stay away from as much as I
can, but we all have it. You bury it. Partially. I mean really, when I think
about stuff, you know, I honestly go, “How do you do it for so long?” Umm,
but you do . . . I mean there. . . . It’s really tough, when you have somebody
telling you to F-off constantly and threatening to kill you. When you have
family members saying, “I will find out where you park, and I will follow you
home,” and things like this. . . . You have to bury it, put it aside.
However, Ralph further discussed that burying personal emotions does not mean they
are gone:
You bury it and kind of put it aside, but it’s always there. I think in nursing the
emotional landscape is incredible. You go from pure elation to the total
opposite side of the emotional scale where you just get frustrated, and it’s like
. . . “Why do I have to take care of you? Why should I have to take this abuse
from you?” But when that line changes from just the verbal abuse to a
physical aspect, that’s where emotionally, you just . . . you almost become
cold, and you just have to . . . you have to go to protect—and you have to
protect those around you, and yourself, and you know, the family members that
are in the room.
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Ralph also clarified what he meant by putting his emotions aside in association with
protecting and caring for oneself emotionally. In addition, he alluded to the process of
talking through the experience with his peers at a later point in time as a means of
processing his emotions and making decisions connected with patient care. As with
Cassie and Suzy, Ralph also felt it was important for nurses to have a self-awareness
of their own emotional limits as a means of protecting the nurse as well as the patient.
The best way to describe what I meant by “put it aside” is you have to take all
of your—kind of your emotions, your prejudice, your anger, your frustration
. . . and put aside these negative feelings that will build up when you’re talking,
when you’re being constantly bombarded by abusive language, actions—you
name it. . . . You have to be able to kind of take all of that and just literally put
it—leave it outside the door, come in very mechanically, do your job and take
care of the patient, do everything that’s right for the patient, and then go back
out. And then you can kind of let that stuff back in and you can kind of go talk
to somebody or you can, you know, go and say, “I don’t want to take care of
this patient again, I’m done for the night.” You have to be very aware of
yourself. I think everybody has limits, and I think if you cross the limits, you
do a disservice to the patients that you are taking care of. Because ultimately
no matter what kind of patient it is, it’s our responsibility to take care of the
patient to the best of our ability. You always have to do that, and if you can’t,
you need to be aware of that, and be aware of your own limitations, and say,
“I’m at my limit and I can’t do anymore.”
Anastasia discussed a particularly challenging patient care experience concerning a
single mom who unexpectedly passed away during heart valve replacement surgery.
She also described processing the situation and “toughening herself up” in light of this
emotional experience. She used the term “step back” as Ralph did to describe
distancing herself from the situation. As is evident in her comments below, she felt
the depth of emotion she experienced in connection with this event was a result of
being able to identify with the patient and her family. In her words, she “personalized
it,” as she was also raised by a single mother.
Because in my mind I have to get through it. I have to process. I have to
reflect, and I usually start from the beginning of, “Did everything go right that
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is in my control? Did I anticipate? Was my thinking . . . was I on? Were there
some things happening that I just wasn’t sure? And maybe I need to learn
from that?” I think nursing, we are really hard on ourselves. We are kind of
tortured souls. I think you kind of step back and just kind of go over it. So I
go out and tried to toughen myself up. And I go out there, and they went and
bought me a gift. And I just . . . I felt like, “What’s that for?” They said, “I
just know you really care.”
That one was just . . . that one was really hard and then I think I personalized a
little bit, because I think about a single parent and that little girl. I just thought,
“Wow, what a really crappy day.” And you know 10 years old . . . you know?
You have to go to a big ugly hospital, and it stinks, and a lady came out and
she was crying, and she told you that your mom didn’t make it and that’s her
day. I just—it just killed me.
Many of the difficult or traumatic experiences in patient care participants
spoke of involved patients who died or were in the process of dying. Participants used
terms such as “horrific,” “unnatural,” “exhausting,” and “insane.” It was evident
through participant comments that nurses in high acuity areas were exposed to
experiences involving death and dying on a frequent basis. An NVivo 11® word
frequency query showed 86 references utilizing the words die, died, dies, and dying.
In her experiences in the ICU, Sophia described protecting herself emotionally from
death and dying by creating an emotional shell. Her shell is similar to other emotional
barriers spoke of by Cassie, Suzy, Carly, Ralph, and Anastasia. Sophia said,
You end up focusing on dying so much in the ICU because you deal with it all
the time. You see so many people in crisis, and um . . . but you see it on such a
regular basis that you kind of put a little invisible shell around you, so that it
doesn’t hurt.
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Patty, also an ICU nurse, described her personal emotional protection in this manner:
I take everything with a grain of salt, I guess—might be one way of putting it.
I don’t internalize stuff very much. Um, I don’t let it in . . . in a sense. And I
just do my thing, one foot in front of the other, and adjust to what happens as I
go as far as care. But I don’t analyze it. I don’t um . . . I analyze the care that
I’m giving in the sense of what should I do next, or what should I do different
next time, and that sort of thing, but not emotionally. I don’t analyze it
emotionally.
Similar to Ralphs’s comments, Savannah described how she first identifies her
emotions and then protects herself emotionally in order to continue to provide care in
working with babies in the neonatal ICU. Savannah echoed the same sentiment as
Ralph regarding the fact that the initial separation of emotions does not erase them.
She acknowledged these emotions are still there, but will be dealt with at a later time:
Um, I have to recognize where I’m at emotionally, and I separate myself from
it—as if I’m viewing it. Then I can act more objectively. That doesn’t mean
that when I get through the time that I’m supposed to be objective, that I don’t
go collapse in a corner—that’s going to happen, too. But during the time that
you’ve got to be running away from the big bear that’s chasing you, you run.
If you stop and cry, you’re gonna get eaten up. So part of it’s a survival
technique.
She also clarified what she said about separating and distancing herself from the
situation by describing the process of safeguarding or “buffering” her emotions until a
time when they could be addressed:
Just that you have to kind of separate yourself, distance yourself a little bit and
be able to handle it. I can talk about the anatomy and physiology of it, and it
distances me enough that I have the ability to buffer those emotions a little bit.
Whether they’re fear, whether they’re sadness, or whatever they are. There is
a time and place where you do have to distance yourself and take care of
business. And then you can regroup.
So the distancing—and sometimes you can do that intellectually as well. An
intellectual distancing, and an emotional distancing. And in order to do that,
you have to be aware of where you’re at.
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In summary, participants discussed the process of personal fortification and
protection which included emotional self-protection in response to difficult
experiences in patient care. As noted earlier, participants used terms such as “building
an emotional wall,” “compartmentalizing the emotions,” “building a shell around
emotions,” and “separating or distancing themselves” to describe the process of
emotional self-protection. Participants felt it important that nurses be self-aware of
their own emotional limits and ask for assistance when needed. The emotional
protective process nurses use in the moment of dealing with dramatic and difficult
experiences does not mean feelings or emotions are permanently ignored. Rather,
these feelings can be addressed at a later point in time—a time and place that provides
safety for the nurse and ensures continuity of care for patients.
Self-care activities. Nurses also spoke of various self-care activities as being
an essential part of restoring, rejuvenating, and protecting themselves in terms of
“what they gave out” personally related to difficult experiences in patient care.
Darlene described the decision to take a trip to Hawaii with her husband. She told her
husband, “I want to go. I need a break.” She commented that she knew if she did not
take a break from patient care it would “lead to burnout.” Susan also spoke about her
decision to take time off of work after an especially distressing event. She said, “Time
off was so valuable.” She utilized time off as a mechanism for personal stress
reduction. Anastasia underscored the importance of self-care activities in terms of
“getting back” and restoring herself individually. She said,
Um, you know—I think . . . I think you have to be healthy, and I think nursing
is probably the ultimate service. I think we serve, and you have to really be
careful what you’re giving out, you’re getting back. So I’ve been really
blessed that I have somebody that I go home to that always makes me feel
good, and is so proud of what I do. Go home . . . do something relaxing or fun.
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She added comments about the significance of getting enough sleep:
I don’t do well if I don’t sleep, and that’s the one thing I notice when I’m
really stressed. It’s almost like I have to have a day where I take a nap to help
get me through. There’s something about that sleep cycle that I just need to
rest, and then it seems like you are a little bit better.
She also mentioned what she did at home to rejuvenate herself, including activities
such as exercise, walking the dog, or just having time to “be” without much talking:
You know it’s funny because at work I feel like it’s a social. You’re very
social. You’re not Chatty Cathy, but there’s times when you have to draw
information out, and you’re always on, and you can’t be shy or recluse, or say,
“I’m not feeling it today. And I don’t want to talk.” I mean that’s just not an
option. But there’s times when I go home where I don’t want to. I don’t want
to talk. I don’t want to have to draw out the information. I just kind of want to
just be. That’s kind of my exercise. I love to be outdoors, so we’ll walk or my
pets, we have a dog that just . . . we’re dog people, but take my dog on a walk.
. . . The one other thing that really helps is exercise because you physically
exerted . . . and that chemical release and all that happens.
For Abagail, quiet time at home became an invaluable piece of personal fortification
and self-care,
So I really love the days that I don’t have to do anything. That I get to decide.
That I can lay around the house and watch all the Ellen episodes I recorded last
week. Or, I don’t know there’s. . . . Quiet time has become very important.
When there’s nobody else home but me. It’s not like I meditate . . . sometimes
I read. The activities that I do, I’m able to do other times also, but the quiet’s
very important. I don’t know . . . time to be alone with myself has become
very important.
Although Abagail said originally that she did not meditate, she later made this
comment pertaining to meditation as being an important self-care activity for stress
reduction:
I learned mediation last September. They have a mindfulness-based stress
reduction class at the hospital, and I had never heard of mindfulness before
that. I find out it’s been around for quite a while, and that is awesome. I
would never have told ya I was gonna be a meditator, and that’s become a very
important part of my life.
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In summary, self-care activities such as exercise, meditation, quiet time, taking
walks, having fun, watching shows, getting plenty of sleep, and taking vacations or
time off from work were described as an integral part of fortifying and protecting the
self. This self-care was felt to be a significant part of restoring the self in response to
the emotional, intellectual, and physical energy nurses “give out” to patients and their
families—particularly when facing challenging events in patient care.
Theme 2. Communication with Peers
and Others: Discussing Experiences
with Peers, Discussing Experiences
with Family and/or Friends, and
the Importance of Humor
The second theme which emerged from analysis of individual nurse interviews
pertaining to particularly difficult experiences in patient care was communication with
peers and others. There were three associated subthemes: discussing experiences with
peers, discussing experiences with family members or friends, and the importance of
humor in verbal and non-verbal communications with coworkers during or after the
event. All 15 participants discussed elements of communication with peers and others
in their interviews. Participants felt communication with peers and others was an
integral part of successfully confronting and adapting to difficult experiences in
patient care. The NVivo 11® nodes associated with this theme were originally labeled
as “talking it out,” and “humor.” In total, there were 73 references to instances of
communication and being able to “talk it out” by using either verbal or non-verbal
forms of communication in connection with experiences in patient care. A query on
word frequency showed talk, talked, and talking as ranking 31 in the top 50 most
frequently used words. Participants used phrases such as “you have to talk to
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somebody that’s been there,” or “after I tell him about it, it’s gone,” when describing
communication with peers and others.
Discussing experiences with peers. The first aspect of the communication
theme involved communication with peers pertaining to particularly difficult
experiences in patient care. The importance of discussing and debriefing with
coworkers on what were perceived as distressing or traumatic experiences for the
nurse was emphasized repeatedly by all 15 of the participants. Communicating about
experiences with peers was also associated with the theme of managing and
processing the experience (Theme 3). An NVivo 11® comparison diagram revealed
that 10 of the 15 participants who spoke of “talking it out” in their interviews also
discussed letting the experience go. More importantly, the connection between these
two nodes was evident when reviewing verbatim quotes from participants. The
following excerpts from interviews highlight comments made by participants. These
quotes emphasize the importance nurses working in high acuity areas place on the
ability to talk to peers regarding what happened, including how they felt about the
experience and/or any concerns they might have had surrounding the event.
Suzy worked full time on the intermediate care unit. During her interview, she
discussed the importance of talking about details of the event in the context of
responding to a code situation. This experience was one of her first in learning how to
deal with the “personal responsibility” she felt in losing the patient. Since difficult
experiences in patient care are often accompanied by strong emotion, debriefing
helped nurses learn to look at experiences objectively and identify each element of the
experience.
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And I made that patient phone call, I, you know, he . . . I hadn’t even met the
man yet, you know, but it was my first time that I participated in a 45-minute
code and lost the patient. And that was a learning moment for me to be, umm
. . . to cope with responsibility, right? To talk with your team and debrief. To
take out the personal feelings of, “Could I have done something to prevent
that?”
She continued by including details of communication related to the quality of care that
took place. This alluded to the fact that debriefing was not only used for the benefit of
the nurses, but also to increase the quality of care for patients related to future events:
“There was no. . . . Like our team debriefed, but very quickly about the quality of the
code—that’s what you debrief.” Further, in association with a separate experience,
Suzy described debriefing-type communications in relation to reducing nurse stress
and helping nurses cope with events. She was one of the first participants to connect
the idea of talking about the event with the aspect of being able to let go of the event
or move on from it. She said,
And I think the best thing at work is that we destressed often, and we talked a
lot in our break rooms. So we were careful about desk chat, you know. But
we debriefed with each other a lot, and that became a natural coping
mechanism for us, right? As long as you can get out and yell, and say how
unfair things were, then you just moved on.
In reference to talking about and letting go of difficult experiences, Monica stated,
“Yeah—I feel like that’s a really important thing. You really need to really talk . . .
get a lot of things out before you just let it go.” Carly discussed talking through the
experience in terms of debriefing after a significant experience involving resuscitation
of an infant in the emergency room. She described some of the details that are
involved in this type of communication:
That’s right, that’s right . . . because the team walked away—everybody kind
of cleared the room. They brought the isolette in, life flight loaded her up, and
I remember hearing the helicopter take off when I was back up in my unit—
talking to the RT [respiratory therapist] and the doctor about. . . . Kind of like
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a debriefing a little bit. “This went right. Well, ooh . . . I wish we could have
gotten the baby intubated sooner. Would that have made a difference?” Kind
of like a synopsis. . . . A debriefing, that’s a good word . . . about what went
down.
Cassidy spoke of debriefing and talking through things with her colleagues in the
context of trust and tight knit feelings she had been describing on her unit between
nurses and physicians. As with Carly’s comment on various courses of action that
could have been taken, Cassidy also felt communicating about experiences allowed
colleagues to discover if there were other actions that could be taken in future events:
Our doctors trust us so much as nurses, and trust our opinions, and they are so
good to talk to you. When we’ve had situations where babies have passed
away, and our doctors are good to have a debriefing. They say let’s meet, and
talk, and see what we could have done or not done, or what we could do
different next time.
Further, in alignment with the idea of using communication to learn from previous
experiences, Anastasia reiterated that nurses and their colleagues should not waste the
opportunity to understand what could be done, or should be done, the next time similar
situations arise. Her comments were made within the context of a particularly
challenging situation she encountered in which a young woman did not survive heart
surgery. She said: “For some reason, it didn’t work. The valve didn’t work, we
couldn’t fix it, and she couldn’t survive . . . and I don’t know why. . . . And I think we
should learn from that. I think we need to talk about what we should have done.”
In working on the intermediate care unit, Ralph and his coworkers often dealt
with violent patients who were going through the process of detoxing from controlled
or illegal substances. During one such event, Ralph’s coworker was strangled with
telemetry cords by her patient. Ralph and other nurses on the unit had to use extreme
physical force to subdue the patient in order to save the life of the nurse. The nature of
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the violence that occurred between the patient and the nurses was upsetting to Ralph
and his colleagues and presented them with some amount of internal conflict related to
the way nurses are “supposed to” act:
You have a split second, and you see a coworker who is just lifeless and people
trying to grab a cord around this gal’s neck to get her opened up. And nothing
to do. The only thing you have left to do is to literally act with some violence
yourself on a patient, which is totally against everything you are supposed to
do, but it was the only way to get him to let go because we tried everything
else.
They used the opportunity to talk about the event in order to provide support for each
other. Ralph labeled this type of communication as “group counseling” and a way of
discussing ethical and legal issues that can arise in distressing patient care experiences.
This is what Ralph described regarding the process of talking it out:
Afterwards as nurses, the way you deal with things is you go back into the
break room for a second and kind of laugh it off a little bit. Kind of do the
group counseling of, “Holy cow that was just crazy wasn’t it?” And of course
you look over and say, “Hey, did we follow all the rules, and was everything
going right, or was it just one of those circumstances that just happened?”
Another example of discussing events with peers was provided by Susan. During the
course of her leadership in the ICU, she had the opportunity to assist a multitude of
nurses through distressing or disturbing events. Susan described the importance of
talking through things this way:
Okay so. . . . If you’re a nurse in a unit, you need somewhere that you can go
and express your frustrations and your questions. You need a place that’s safe.
You need a place where somebody’s not going to . . . they’re not going to
negatively judge you, but offer you suggestions on how to remedy the
situation, on how to survive.
As evident in the above passage, Susan felt that nurses needed a safe place where
communications could occur. This idea will be discussed further in relation to
utilizing supportive resources (see Theme 4). Communications with peers also
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provided the opportunity for nurses to learn from others by gaining ideas on what she
termed “how to survive.” She also added the following description regarding her own
experiences and the significance of talking through events with peers she had a
camaraderie or friendship with. Susan highlighted that communications with peers
offered the opportunity for individual stress-relief and increases in personal
understanding by talking about the experience. As with other participants, she
presented the idea that talking through events was not only beneficial for nurses, but
patients as well. Susan and other participants also felt one of the main reasons nurses
are comfortable discussing experiences with colleagues is that peers understand what
individuals on the team have gone through:
Okay. I’m thinking maybe you’re stressed out so much that you have to let it
out. You have to talk to somebody. You have to feel camaraderie with
someone who would understand what you are going through. A lot of times
that helps you work through it. If you are able to just put it in words and talk
about it, then you’ll come up with a solution just by hearing yourself talk and
that helps. That helps everybody. That helps that patient.
Another example collegial understanding in communications about challenging
experiences was provided by Abagail. She described communication with peers as
easy because nurses can grasp the meaning of verbal and non-verbal exchanges of
coworkers using less cues than would normally be required. For Abagail, the positive
associations of nurses on the unit opened the door for talking through issues and
events in an effective manner. She described the importance of talking through things
within the context of frustrations in dealing with patients who were, in her terms,
“frequent flyers”—or those who returned to the hospital on a regular basis:
You kind of have to talk to somebody that’s been there. And so I think that
that’s a lot of why I work where I work—it’s the association you make with
the nurses you work with. You have similar experiences, you deal with the
same patients. You. . . . In the high stress times it takes more than one nurse,
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so you’re right there side by side doing the things together. But, yeah, they get
what you mean without even full sentences, and that’s important. Instead of
having to do a three-page explanation about what the meaning of what this
word is or that word is . . . and by that I don’t mean medical terms. I mean you
can just throw out a couple words and they know what is behind it.
Suzy described the individual benefits of talking through experiences with supportive
peers in terms of helping her to be her “best self”: “They. . . . Even when you did
something wrong, they had your back and they talked you through it. I never felt
threated on my job, which was also a big deal. Just motivated to be my best self.”
Cassidy also described her closeness with her coworkers and emphasized how talking
with them helps her navigate through stressful experiences.
I think friends at work, coworkers, talking about the situation and not just
trying to forget about it helps. I think having a strong closeness amongst us in
our unit also helps. I’ve been in other units, and I don’t feel like they’re as
close, or talk as much. But I feel like we can sit down and talk about situations
when they happen to help deal with it.
There were also times when communications among peers regarding the
outcome of particular experiences included a knowledge that everything which could
have been done for a patient was done, and there was nothing that could have, or
would have, changed the course of events. Knowing that they had “done everything
they could” to help the patient and speaking openly about it was of great benefit to the
nurses. This idea is connected to Theme 3 of managing and processing events. In this
context, Cassidy discussed an experience in the neonatal ICU when she and her
coworkers lost an infant who had been under their care for over four months. The
experience was particularly difficult for Cassidy because she knew the husband had
left the wife, they were in the process of getting divorced, and the baby was “within a
day of going home.” Cassidy shared her thoughts about the significance of talking
about the experience with her coworkers:
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We did, of course, talk about what we could have done, but there was nothing
we could have done. Even the doctors were like, “There’s nothing anyone
could have done in this situation.” We had to just talk it through, and talk
about that. We had done everything we could, and hopefully gave her the best
four months we could with this cute little guy. There was nothing different we
could do. I think just sitting around and talking to the doctors. . . . They were
really good and supportive and the nurses . . . just talking about the situation
probably helped more than anything.
In summary, discussing particularly difficult experiences with peers was
something that was seen by nurses in high acuity settings as a means of handling
emotions, looking at experiences objectively, evaluating experiences in terms of what
may or may not be done differently in the future, learning from experiences, and
releasing the stress that accumulates as the result of traumatic events.
Communications with peers provided an opportunity for nurses to feel a sense of
camaraderie and support. Talking through events also provided nurses with the
opportunity to gain insights on how to successfully survive these difficult experiences
and ultimately let go of the experiences and move forward.
Discussing experiences with family members or friends. Another aspect of
the communication theme involved communication with family members or friends in
reaction to experiencing particularly distressing events in patient care. The following
quotes illustrate nurse perceptions and the importance they place on communication
with others following these type of events. As described above, talking through
experiences with others helped nurses move on from, or let go of, the negative
sequelae related to distressing or challenging events. In this experience, it is important
to note that Suzy’s sister was a nurse and, as such, would be able to understand what
Suzy and her colleagues had been through—similar to discussions with peers. Suzy
said,
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My only thing . . . I have a sister that’s a nurse and I probably debriefed with
her . . . that was such a valuable piece for me. That although we wouldn’t at
the end of the day share patient names, we would just . . . that’s a huge piece of
my coping is to have someone completely sympathize and empathize with your
frustrations at work. So that’s a big one for me to be able . . . you have to talk
about it. You have to talk about it. And I have never had that problem, I don’t
mind talking about it. And once we talked about it, and talked it out, it was
over.
In contrast, Sophia described the importance of “letting it out” and talking through
distressing events even if the person listening to the conversation did not truly
understand or could not relate to the experience. Her experiences included discussions
with friends while serving in the military:
And I’ve tried um, when I was in the military . . . I tried to talk to people, but
they really can’t relate. And I kind of felt sorry for them after I talked to them,
because I felt like I unloaded on people sometimes. And usually they were the
least likely person to unload—you know—they were these fighter pilots, who
are like, you know, totally not in tune with anything. It was nice of them to
listen, but I really feel like they probably got vomited on emotionally. Um, but
on some level you had to get it out. You know?
She also added the acknowledgment that the experiences nurses in high acuity settings
encounter are “shocking” and “not natural” or not an experience individuals would
normally encounter in everyday life. Thus it was important for nurses to be able to
express this idea:
Well that was um. . . . That was one way to kind of, you know, . . . I think it
was a way of kind of telling people, or expressing to somebody that this is not
a natural . . . well, it’s not an everyday experience that we have to live through,
or do, to take care of people. Um maybe that’s why I chose other people, you
know,—who would be shocked on some level, because it is kind of shocking
on some level.
Molly described the importance of being able to talk about her experiences with her
mom. In other areas of her interview, Molly labeled herself as unique and “probably
not like everybody else” because of her ability to manage her emotions and not show
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much emotion. Due to this concern, she felt it very important to be able to talk about
events with someone who could understand her reactions:
As far as—I think a little bit of it has to do . . . my mom is just like me and I
have somebody to talk to that understands. Like, she understands. So I guess
maybe having somebody that feels the way that you do that you can share
things with, and not think you are crazy.
Abagail described the importance of talking with her husband when she arrived home.
As with other participants, she used this process to “empty” and let go of the
experience:
I told my husband about my night last night and I . . . it helps to . . . for me, I
can . . . after I tell him about it, it’s gone, and it’s over, and it’s like emptying.
And then I can go onto the next thing. But the night’s not over until I’m able
to do that. Or the shift’s not over.
In summary, nurses working in high acuity settings not only valued the ability
to talk about events with peers, but also discuss experiences with family or friends as a
means of not only acknowledging the gravity of their experiences, but also “getting it
out” or “emptying” so they could release the experience and move on.
Communication with family and friends also provided a means for nurses to find
closure related to difficult experiences in patient care, as well as a way to feel
validated and supported in their reactions to these “shocking” experiences.
The importance of humor. The third aspect of the communication theme
which emerged from interview data was the importance of humor which often arises
during or after extremely difficult experiences in patient care. Humor was
accompanied by both verbal and non-verbal cues—depending on group dynamics,
individual personalities, and details of the situation at various moments in time. One
type of humor specifically mentioned by some participants was gallows humor, which
is satirical humor used to make fun of serious, life-threatening, or terrifying situations
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(Gallows humor, 2016). Nurses utilized this type of humor in connection with death
and dying, as well as nursing care associated with extreme patient conditions. Humor
was associated solely with peer communications, and it was noted by more than one
participant that the use of humor had to be expressed in private areas where only
nurses or other healthcare providers could witness the expressions, especially if
gallows humor was involved. Nurses discussed the use of humor as a means of
“decompressing” after a difficult experience. The following passages underscore the
importance nurses working in high acuity settings place on the use of humor in
communications related to difficult experiences in patient care.
Molly discussed her experiences with coworkers in the emergency room and
commented on the necessity of nurses being a “different breed” to be able to handle
difficult experiences in patient care. She also emphasized the importance of “having
fun with each other” and the use of humor in coping with sad experiences. She said,
I think in the ER [emergency room] you kind of have to, in each type of
nursing you kind of have to have a different breed. So I think in the ER, I
think the nurses are really fun, kind of jokey. You know—serious when we
need to be, but kind of “have fun with each other” type of people.
She added,
I think you have to have . . . I think all nurses have to have kind of a weird
sense of humor to cope with maybe some sad things, and maybe to cope with
disgusting things . . . to cope with sad things. Um, but I think, as far as the ER
[emergency room] nurses, I think that you really have to have a sense of
humor.
Anastasia spoke of nurses in the emergency room in relation to the use of humor
involving non-verbal communication in the clinical setting as a means of
decompressing from experiences:
The hysterical part is their sense of humor is really, really intense. And it isn’t
cynical. A lot of people think you get cynical because you think there’s drug
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seeking, and people just wanting pain pills and that. It’s not even that, it’s just
. . . they’re funny—and their sense of humor. . . . That’s probably how they
decompress with each other. Because I watch them a little, and I’m, like, if
you didn’t have a moment to. . . . All of a sudden this one nurse, she will just
do a dance move when she’s in a safe area, and you just look at her like, “I
would have never thought that you could do that.” She’d be like, “Oh yeah
. . .” and then poof, she’s right back to her poker face and she runs out there
and takes care of stuff.
She continued by including specific descriptions of how the nurses manage a
professional demeanor while still maintaining a sense of humor,
You know in the emergency room its organized chaos—on a good day—but
the thing I love about them is they are poker face, but behind closed doors they
are some of the most amazingly hysterical people I’ve ever met. Ever. They
have this way of just communicating but . . . they never really show it on their
face. They would be, like, champion poker players, because they never show it
on their face, about what they are thinking and what is going on . . . it’s
amazing to me. And they’re so good at just looking at you as a whole and
deciding—“Oh, your foot’s rotated out, you probably have a fractured hip,” oh
this, oh that, or all the other things. They’re just really amazing. They are
smart and they’re . . . they have an energy that I just . . . I think it’s amazing. I
love that. I love being around them.
Anastasia also discussed the importance of expressing humor at the appropriate time
and place. She called it a “safe place.”
The safe part of humor is not in front of the public. The physicians are all
mostly the same way. They’re all poker face, but trust me, there’s a lot going
on back there . . . and even when they walk out, or their eye contact, I think
they get very good at reading each other. This might look like, “I’m very
serious,” but inside they’re cracking up. And they know it with each other.
That’s how well they know each other. It’s a pretty neat team dynamic there.
During the course of her interview, Abagail discussed the importance of humor and
laughter in communications as a means of helping “the team” get through workrelated stressors. She also used some of her own ironic humor to depict how she feels
about patients leaving the hospital against medical advice. In her words:
And the same with people leaving AMA [against medical advice], they always
come back. I have never had one of them die somewhere because they left
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AMA. So yeah, that’s not stressful for me. I don’t need to save your life
against your will. Have a nice day.
She also added a few more details related to camaraderie and self-care activities that
go along with laughter and having a sense of humor. She was the only participant to
overtly use the term resilience in connection with her comments: “What you need for
resilience is—now we need to go to Zapples and have sandwiches. Now we need to
go to Slackwater and get pizza and laugh and giggle and talk about something else.
And we do, do that.” Abagail also emphasized the importance of gallows humor,
which is frequently used in communications connected with painful or desperate
situations. Her comments reflected a similar sentiment as Anastasia’s “safe place” in
that gallows humor should be kept private between coworkers,
Yeah. Talk about something other than this or . . . make jokes . . . and yeah, I
think that the gallows humor is very important. And that’s something else
other people don’t understand, so you have to be respectful about where you
do it. The public . . . it’s not—it’s not for public consumption. But it does
have to happen, so you know, go to the break room or whatever. Yeah—it’s
very important. You have to be able to laugh at things that other people don’t
think are funny. I would say that’s a big part of how you get through it.
Abagail then provided a prime example of gallows humor in speaking of a case where
they took care of a woman on a ventilator for almost a year. She stated,
Her trach—it wouldn’t heal around it because she just didn’t have . . . she just
didn’t heal—um, even with all the nutrition and stuff we were giving her. So
we just went bigger, bigger, bigger, until we couldn’t go bigger. So she had an
air leak all the time. All the time. And that was very hard for everybody. It
was hard for doctors. It was hard for nurses. It was hard for respiratory. And
the sound . . . and um, again, the unrealistic demands from the family, that was
stressful. Uh, one of the doctors one day said, “How can you deal with that
noise? How can you deal with that situation?” I just said, “Every time we put
a pillow over her head, her son makes us take it off.” Gallows humor. So
yeah, then you just have to make jokes.
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Further, these comments also reinforced how Abagail connects communications
involving humor to being able to deal with ethical dilemmas and move on with patient
care:
It was. . . . Yeah, subjected her to things that I didn’t think were right because
I was ordered to do it. Things that I didn’t agree with to keep her alive. Yeah,
I had a lot of guilt over that. But again, I can’t choose for them, just like I
don’t want them to choose for me. So, I guess a lot of it comes back to that. I
don’t want their choices to be mine, so I guess I’ll have to respect that my
choices aren’t theirs. And then you make some jokes, and you eat some pizza,
and you go to the next room.
Savannah described an experience where an infant was born prematurely at 30 weeks
gestation and passed away due to prematurity and extreme sepsis. The baby had been
declared legally dead and had been dead for four hours when it was discovered she
had come back to life. Savannah’s portrayal provided a prime example of the use of
gallows humor by her coworker. She ended the following account with a bit of her
own sarcastic humor.
So the baby passed away. The physician didn’t come in. We wrapped the
baby up in the blanket with all of the paperwork on top of the baby in the x-ray
room, waiting for the nursing supervisor to come pick the baby up to take her
to the morgue. And it was lunch time. So we went to lunch, and we were kind
of exhausted. Then one of the nurses came back and interrupted our lunch and
said—in her abrupt way—“I don’t know if you care, but that baby back there
has kicked it’s blanket off and is alive now, it’s screaming. I guess I’ll just
have to smother it.” Yeah, ‘cuz nurses are gentle like that.
In educating new nurses, Cora said she used a bit of humor to help ease their fears of
making mistakes.
You know, I’d say, “This is what I did, like don’t ever do this because I did it
and it was really stupid.” You know, and so I would try and make fun of
myself and you know—try and make my experience sort of like a. . . .
“Sometimes this just happens, sometimes you are really tired, and you do
really stupid things, but you know—you just . . . you have to push through.”
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In summary, the use of verbal and non-verbal forms of humor was utilized by
nurses in high acuity settings as a means of communicating about and coping with
particularly difficult experiences in patient care. Nurses also employed humorous
communications about events to decompress or release stress, as well as a means for
expressing the unthinkable—such as a premature baby coming back to life hours after
being declared dead. Nurses were cognizant of the fact that humor must be expressed
in safe areas. Altogether, humor was considered an essential part of communication
connected to self-care activities as well as well as caring for the team.
Theme 3. Managing and Processing
Experiences: Doing the Best I or
We Could, Spirituality, and
Letting Experiences Go
The third theme to emerge from analysis of individual interviews pertaining to
particularly difficult experiences in patient care was managing and processing
experiences encountered. There were three, interconnected subthemes associated with
this overarching theme: doing the best I or we could, spirituality, and letting
experiences go. Nurses described managing and processing difficult experiences in
patient care in terms of knowing they themselves or their team did the best they could
in caring for patients, acknowledging elements of spirituality connected to patient
care, and being cognizant of letting experiences go. All 15 participants discussed
elements of managing and processing experiences in their interviews. NVivo 11®
nodes for subthemes associated with this theme were originally labeled as “doing the
best I/we could,” “spirituality,” and “let it go.” Overall, there were 101 references to
instances of managing and processing experiences. Participants used various phrases
such as “we did everything we could,” “I could forgive myself,” “coping
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mechanisms,” “higher power,” “sometimes out of our control,” “the best way I can,”
“there was nothing more we could have done,” and “it keeps you going” in reference
to experiences with managing and processing difficult events in patient care.
Doing the best I or we could. Fourteen of the 15 participants spoke of
elements of “doing the best I could or we could” in their interviews. There were a
total of 35 references to doing the best I/we could in relation to delivering the best care
nurses and their teams were capable of delivering. This subtheme was interconnected
with both of the other subthemes of spirituality and letting experiences go as
evidenced by participant comments below. The following selections from interviews
provide insight into how nurses managed and processed distressing or traumatic
experiences in terms of doing the best they themselves or their teams could in taking
care of their patients. Cassie expressed the feeling that knowing she was doing the
best she could in patient care was essential for maintaining happiness in nursing. She
said, “So, I feel like to maintain um happiness in such a high emotional field you have
to have the ability to just step back and say, ‘I’m doing the best I can.’” Molly said
the thing that helped her most in letting go of difficult experiences was “knowing that
we (the team) did everything we could.” Other participants also expressed the feeling
that knowing they and/or their team did all they could for the patient helped them in
their ability to let the experience go, or move on, or go on to the next thing. They
linked descriptors such as “coping skill,” “forgive myself,” “not take anything
personal,” and “no what if’s” with the idea that they knew they did all they could for
their patients. Suzy said, “I think that’s one of my coping skills. . . . As long as I
knew I did what I could . . . did everything I could I . . . could forgive myself for
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whatever happened.” Carly connected the knowledge that if she knew she did the best
she could for her patients, she could move on with no regrets:
But mentally, I try not to take anything personal at the time that something
happens. I try and be the best nurse that I can, and do everything the best way
that I can, so that there’s no regrets, and no questions, and no what if’s. I’m
not perfect, but if you put yourself in that situation and say, “I’m going to do
my best,” and not go, “Oh, somebody else is going to do it . . . ” then you have
that confidence that you know you did all that you could have. And you don’t
lay there in bed and go what if, what if, what if, what if, all night long.
Because you are going to rehash it lying in bed that night. You are going to
rehash every single thing that happened. And if you can convince yourself that
what you did was what needed to happen, then you can move on.
She also emphasized the idea of trusting self and coworkers in the process:
Trust your coworkers. Trust that they are going to do what they are supposed
to do. Trust that you are going to do what you’re supposed to do. And in the
end, if it ends up being a negative outcome in this death . . . we’ll just call it
death . . . then you all can get together and say, “Hey, you know, we did the
best that we could and there was nothing more that we could have done.” . . .
If we could with confidence say we did everything we could, it helps. And
then I can leave that day and go, “Yeah, we did everything we could.”
Abagail underscored the idea of trusting herself as well:
I guess mostly thinking about what I would want for myself as the patient or as
the family member. Yeah, just trusting that you did what you could. I replay
what I said, what I did, what mattered. . . . You are a professional and your
part is over, and you go onto the next thing.
Additionally, participants linked the awareness of knowing they and their team
did all they could in patient care with the idea that sometimes the situation was out of
their control. The spiritual component of “higher power” was also mentioned in
connection with not having control of everything that goes on in patient care. Susan
said,
So for me, having experience, I know those things. I know what’s expected of
me and I felt that I utilized all of those things in caring for my patients. I did
my best. I worked hard. I was at the bedside continually, and I’m seeking out
support from other staff and physicians. Sometimes it’s beyond our control.
It’s like. . . . That’s another thing that I learned from all of this. That you do
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your best, and you try your hardest but sometimes it’s out of your hands.
Sometimes it’s beyond us. If you want to think in terms of maybe a higher
power. I absolutely believe that that’s the case. We can do our best, we can
try our hardest with these sick, sick people, but if it’s their time to go, then it’s
their time to go. You know?
Cora reiterated similar comments:
And I think also like a big part of it for me personally is like my religious
views. Um, like I believe that there is a higher power who has a plan for every
person. And so, just knowing that you know they have . . . every person has
their own plan like, it helped me be able to say, you know what—I did
everything I could for this person, but it just was their time.
In describing one of her “hardest experiences,” Anastasia said,
But in a way that I looked at it, and I was thinking a little bit about what you
were going to ask me . . . I thought, I really did my best, I really believe the
team did their best. She just . . . it just wasn’t—something just wasn’t right,
and it wasn’t meant to be.
Cassidy presented the idea that “there’s only so much medicine can do.”
We did of course talk about what we could have done, but there was nothing
we could have done. Even the doctors were, like, there’s nothing anyone could
have done in this situation. We had to just talk it through. There was nothing
different we could do. . . . We did everything we could. There’s only so much
medicine can do.
She reiterated the sentiment that difficult experiences in patient care are sometimes
beyond the control of caregivers. She also added the idea of turning a tough situation
into a “positive,”
I think that’s important too. . . . To take a tough situation and make it a
positive. Because we helped them through that tough situation. Even though it
was devastating, and the worst thing they ever went through, I think it’s
rewarding to me to think we helped them through that. It made me a better
person, but it definitely helped them. They made a positive out of it. . . . They
took it positively that we did everything we could. And they were grateful for
us noticing symptoms that would help get him to Primary’s and do everything
we possibly could to help him. It was just out of our hands. There was
nothing else we could do. Yet, they don’t feel negatively towards us, so I think
that’s good, too.
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In general, participants utilized their experience and the experience of their
team to know they had done everything they could and exhausted all possible
resources in caring for their patients. Molly presented the idea that working with a
team that has done everything they can to care for a patient, and making it through that
experience together, provides reinforcement for knowing they could get through that
kind of experience again. She said,
Just because you’ve been through it before—you know you can do it again. I
think that’s something that helps me get through some of the sad. . . . I guess
some of the emotional situations that I see, is that you know that if it’s not you,
then your team has done everything that they can. And you know that you
work with good nurses, and good doctors, and good techs, and you know that
the patient was in good hands. . . . So I guess every time those situations
happen, you know that everything was done, and you got through it, and you
can do it again.
Cora reinforced the idea that she used her experience to help her feel confident she did
her “very, very best” for her patient:
I did everything I could to take care of the patients and take care of the
families. And um, sorry [crying]—I always knew that I did the very, very best
that I could. Even if it was just—if I couldn’t do anything else for the patient.
I’d go get the family a warm blanket, I’d get the family water, and I’d stand
and listen to them you know—as the patient . . . as we’d withdraw care. But,
especially after I left and went to the [hospital name deleted], I had enough
experience to be able to push residents in the right direction if they didn’t
know what to do. I knew to call the attending, I knew to go down every
possible route and exhaust every possible option for that patient. So if I had a
patient that passed away, I knew that I had done everything in my power to
prevent that from happening.
In summary, while managing and processing difficult experiences in patient
care, nurses applied their experience and understanding in knowing they themselves
and their team did all they could or did their very best for their patients. This
knowledge aided nurses in the process of letting experiences go and moving on.
Nurses acknowledged that oft times the outcome was out of their control, but knowing
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they did their best for the patient, and sometimes recognizing a higher power was
involved, helped them move on without regrets.
Spirituality. As noted above, some of the comments containing spiritual
references were connected with the idea that nurses and their teams had done the best
they could in patient care, but sometimes the situation was out of their control.
Participants used phrases pertaining to spirituality, such as “helped me accept” the
experience or “helped me cope” with the traumatic experience. There were 22
references to different aspects of spirituality discussed in nine of the 15 participant
interviews pertaining to difficult experiences in patient care. The following
participant quotes illustrate the spiritual component nurses described in their accounts.
Suzy described her spiritual beliefs and how they helped her manage or
process events she experienced. She said,
A bigger plan. I’ve been raised to handle things and believe in a higher power
and all of those things. Those are the things that . . . I think a bigger picture—
that I’m not the only person that played a role in any of my patient’s survival.
And trusting in that I was prepared, you know, cognizant of my skills, I did
everything I could. There isn’t one patient that ever passed away that I can say
I didn’t do everything that I did for them. And that was, it just had to be
enough so. And not everyone has that kind of brain, but I can say mine is that
way.
In discussing her difficult experiences in the neonatal ICU related to infant deaths,
Carly described how her religion helped her to cope with traumatic events and accept
the outcome:
Then, you kind of have a religion aspect that steps in there too, and you just
think, “Okay, why would a baby be born and then six days later die?” But you
just have to go, “Okay, maybe it was . . . they needed its body.” I don’t know.
That’s kind of a . . . but I do rely heavily on my religion to try and help me
cope with things that I see that are traumatic.
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She added:
Everybody has their challenges. So, I think that’s why I don’t take it personal
about what we are doing. Because that may just be that family’s challenge.
That may be . . . again this is religion, I turn back to my religion. Um, is that
what God put them on the earth for? To provide that challenge for that family?
Is that what needed to be there? So I kind of accept it as that, and maybe that’s
what it was. You know, why did your infant live, and your infant die?
Everybody has different things they have to go through. So I think that’s how
I am able to accept it. You know?
Darlene relayed a particularly difficult experience in patient care involving a baby girl
who was born with hydrops fetalis as a result of Rhesus (Rh) incompatibility. She
cared for this infant every time she went in to work for three months. She said,
Anyway, she was born with chylothoraces. So we had chest tubes in her for
three months. Every once in a while they would just stick a catheter in her
abdomen to let the lymph drain off, because she would get so swollen. And we
couldn’t get it to drain. We finally got the one to close off on the left side.
The one on the right side, literally, with this baby you could fill a whole chest
tube cassette—two of those in one 12-hour shift. That’s how much lymph she
was dumping in there. And so, it was a pretty severe one, but our doctors are
like, “Hey, she survived this long—everything seems to be okay except for
these chylothoraces.” So for three months, every time I went in I had her. She
would code all the time. I don’t know why, but she was just sick, sick, sick,
sick.
In response to the distressing situation, Darlene decided to take a vacation with her
husband. At one point, she felt as if she would not make it through the experience. So
she decided to pray. This experience exemplified her thoughts on how to make it
through experiences when feeling “at your wits end”:
And so, I just said . . . I went to Hawaii, and I prayed to God. I said, “Either
take her, or um, when I go back I’m not going to take care of her anymore.”
Because I felt like we were torturing her, which we were. She got hooked on
drugs. We had to dry her off from that. She would look at you on that vent
with those big brown eyes. I’m like, “I can’t hardly stand this.” It was
horrible. And so, I just prayed to God, because I believe in that.
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She continued,
Then they . . . I think they were thinking of letting her go when they did this
biopsy. And they said, “We don’t know what’s wrong with her. Take her
home, and let her die.” So they took everything off her but her oxygen, and
she healed just like that. Yeah. . . . So she is okay to this day. . . . It was
amazing. So to me that’s a real miracle.
I thought boy, if I didn’t believe in the power of prayer where would I. . . .
You know? I was just glad that I was raised with that kind of philosophy,
because that’s—when you are at your wits end, sometimes that’s all you can
do.
Anastasia discussed two different experiences using the terms “grace” and “spiritual.”
The first experience dealt with preparing the body of a young woman who did not
survive a surgical procedure:
And so I went back in the room and we prepared her, and we did all of that that
you do. I always kind of take. . . . I know it sounds kind of morbid because I
wouldn’t stop and dress roadkill, but there’s something really sacred about
prepping um—a body. You know—I think that there’s something—I feel that
it’s such a privilege to do that.
The second experience involved a woman who was in the process of dying after a
routine hysterectomy. Anastasia echoed other participant views that sometimes
individuals die and sometimes they do not. She labeled herself as “spiritual,” and this
was a part of how she managed and processed events:
And it was a cute little lady that had a hysterectomy and she was in her 50s,
and she had a saddle emboli. And it’s just by the grace of whatever . . .
respiratory is making their rounds and it was before seven o’clock, and had
gone in to do her breathing treatment, and she just went down. And so they
immediately intubated her and started CPR [cardiopulmonary resuscitation],
brought her down.
I’m not a religious person. I think I’m spiritual. I think there are times when
people die, and I gave you a good example. This lady had died up on the unit,
and in all purposes that’s pretty significant—but it didn’t happen that day.
In relation to caring for her patients, Cassidy explained what she meant by “we’re not
always in full control.” She said,
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It’s in the Lord’s hands. . . . That’s what it means to me. Sometimes we just
don’t have full control because whatever’s going to happen is going to happen
no matter how much medicine we have, or no matter what advances there are
in medicine. You can’t always save that situation or that baby.
Patty described a difficult case she experienced in the ICU which involved prolonging
a young man’s life for an extended period of time. Patty and her team eventually
saved this young man, and she called it “a miracle.” She related the events to being
“in somebody else’s hands”:
Because a lot of people talked about playing God with him. And uh, I didn’t
think exactly that we were playing God. My thought was that we were giving
him a chance to come through it or not. Not giving up on him. Only good
people die when they’re not supposed to.
I have a sense of what will be will be. And you can help make it better, easier
by what you do or don’t do. And it’s in somebody else’s hands really. Um—
you can just do the best you can do with what you’ve got and hope that it
makes a difference.
And I don’t know. Sometimes I think that’s playing God, but my feeling is if
they’re going to live and breathe and carry on they will. And if they’re not,
then they’re not going to.
Savannah related her thoughts associated with spirituality in connection to an
experience concerning the premature baby girl who was extremely septic and passed
away shortly after birth and then came back to life hours later (mentioned in Theme
2). This is what she said:
We had taken that baby out as a group of nurses and had the parents grieve
over a dead body. They had held the dead body. We got, you know, footprints
and a lock of hair, and now I had to go back out to that mom with the physician
and say, “We made a mistake. Silly us. Your baby’s alive.” So, I went out
and said that there had been a turn of events—talked to the mom and dad out
there, and that their little girl was showing signs of life and we were going to
support her in her effort to fight, to live. And she was, you know, Black, she
was from Florida and here with the military. And she said, “Hallelujah. Praise
God.” And embraced that.
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She then described the aspects of spirituality that were a part of how she dealt with
this experience. She related that the unexplainable is something that must be
accepted:
But I have never since been able to think . . . is anything stronger than the
power of prayer? And you want to get a mother or a grandmother involved?
That is a straight line to whatever source you want to believe in. Because I
saw it resurrect a 30-weeker, and then that 30-weeker lived.
I realized the power of prayer. I realized that there are some things in the
scientific and medical world that we don’t know how to explain yet—that has
to just be accepted. And I realized that I don’t know what worst-case scenario
is.
In summary, there were components of spirituality within some participant
descriptions of particularly difficult experiences in patient care. As evident in the
examples above, nurses felt these components of spirituality helped them to manage,
cope with, or accept the outcome of the event. Nurses related the idea that events are
not always in their control, and this idea is sometimes connected with spiritual views
involved in managing and processing the event.
Letting experiences go. As a part of managing and processing events, all 15
participants discussed aspects of releasing the experience and moving on or moving
forward from the experience in their interviews. The node associated with this
subtheme was originally labeled as “let it go.” There were 35 references to instances
of being able to let the experience go. Nurses discussed various aspects of releasing
experiences which involved crying and addressing emotions, talking to others about
the event, forgiveness, and following the example of others. As evidenced in
participant comments above, letting experiences go was often connected with knowing
the nurse or the team did “the best they could” in patient care. Additionally, letting
experiences go was sometimes associated with managing events from a spiritual
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perspective and knowing events were out of the control of nurses and other healthcare
providers. The following quotes from participants provide examples of the process of
letting experiences go.
In describing the emotional release that often occurs in the process of letting
go, Cassie said:
For us it happened to be just crying. Like, I needed to cry. I needed to let out
that feeling. I needed to address what was happening so that I could feel it, so
that I could put it to sleep, put it to rest, get rid of it, and move on and take care
of the next patient.
Monica emphasized the importance of communication with others (mentioned with
Theme 2) connected to the process of releasing the experience, “Yeah—I feel like
that’s a really important thing. You really need to really talk, get a lot of things out
before you just let it go.” Abagail referenced letting go with talking through the
experience with her husband (mentioned with Theme 2, also), “I told my husband
about my night last night and I . . . it helps to . . . for me I can . . . after I tell him about
it it’s gone, and it’s over, and it’s like emptying. And then I can go onto the next
thing.” In the context of patients and family letting go as well, Abagail said, “It’s
okay if we all moved on from this experience.” Abagail also connected self-care and
participating in self-care activities (in Theme 1) with the process of letting go of the
difficult experiences she encountered. She said, “It’s funny how meditating a few
minutes a day, even if you miss a few days, it’s like exercise. You just have to learn
how to take care of yourself. Just got to let it go.” For Patty, the process of letting go
of the experience became a very practical one:
You wait to see what comes, because some thought they would make it, and I
don’t remember who or what, but they didn’t make it. We thought, “Oh, you
know, that’s too bad.” Yeah, I don’t remember them—only that it happened.
And there were some we worked hard to save, and you just comfort the family
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and that’s my only connection and it’s gone. You know, you can do something
different next time maybe, but just let it go.
Savannah linked the process of releasing difficult ethical experiences with forgiveness
and acceptance. She said,
Sometimes you have to accept what you can’t change. So, I can’t change a
physician’s decisions to lie or an unethical bishop, but I have to accept
sometimes that people in positions of influence will disappoint me. I have to
forgive them, and I have to move on.
Suzy linked her comments about moving on from experiences to doing the best she
could and forgiving herself: “As long as you can get out and yell and say how unfair
things were, then you just moved on . . . . And that as long as I knew I did what . . .
everything I could, I could forgive myself for whatever happened.” Ralph connected
his ability to releasing experiences and moving on with being inspired by the example
of his patients and following their example (which was also a part of Theme 7):
I just kind of think well, there are other people who have gone through this and
there’s no reason why I can’t go through it and overcome it. So, but it really
was what I was supposed to do. There was never any question about being
done, or giving into it. You just went on.
In summary, the process of letting experiences go and moving on was a
definite part of managing and processing events connected with difficult experiences
in patient care as evidenced by the above examples. Releasing experiences was
connected with nurses knowing they or their team did the best they could as well as
the realization that events were sometimes beyond their control.
Theme 4. Utilizing Supportive
Resources: Team/Coworker Support
and a Supportive Unit Environment
The fourth theme to emerge from analysis of individual nurse interviews
pertaining to particularly difficult experiences in patient care was utilizing supportive
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resources. There were two associated, interconnected subthemes: team/coworker
support and a supportive unit environment. Participants felt team/coworker support as
well as a supportive unit environment were both critical elements in successfully
confronting and adapting to difficult experiences in patient care. All 15 participants
discussed elements of utilizing supportive resources in their interviews. An NVivo
11® word frequency query identified 77 instances of use of the words support,
supported, supporters, supporting, or supportive in interviews. The NVivo 11® nodes
associated with this theme were originally labeled as “the team” and “support.”
Overall, there were 58 references to instances of utilizing supportive resources in some
manner. Participants used phrases such as “that’s what helped me to stay,” or that’s
what helped “get me through” the experience when referencing the support they
received related to coworkers, the environment, or both.
The first subtheme of the supportive resources theme was related to support
nurses received from coworkers, nurse managers, and physicians. The second
subtheme of the supportive resources theme was related to aspects of a supportive
environment—specifically, the nursing unit. Participants spoke of the importance of
working in an environment where they felt comfortable, safe, and familiar. They used
descriptors such as a “great atmosphere” or “an environment that works” when
referring to the support they felt on their specific nursing unit. The elements of both
team/coworker support as well as environmental support were discussed in connection
with each other by participants.
Further, Susan made a statement that seemed to be a sentiment echoed by other
participants. She said, “I felt like no matter what happens, you can make it through as
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long as you have the support of your peers. . . . You can do anything as long as you
worked as a team.”
Many of the participants actually used the descriptor “the team” when referring
to colleague support. Expressions such as “talking with the team,” “being a team
player,” or “it’s a team effort” were used in various interviews. Participants also
referred to their coworkers as a support system and/or a resource. They used
adjectives such as amazing, strong, empathetic, and supportive when speaking about
other coworkers. The following interview selections exemplify the significance nurses
working in high acuity settings placed on both team/coworker support as well as
environmental support in relation to their experiences.
In a simple description of how she experienced team/coworker support, Patty
shared the following:
I mean I was a one-hour player, a one-day player, a one-shift player in all of
that. I mean we all did it. The whole teamwork kind of thing. . . . Truly a
team effort. It’s not one person working by themselves. Even traumas and
stuff.
As mentioned above, the two subthemes of team/coworker support and environmental
support are interconnected, and participants frequently spoke of both types of support
simultaneously when describing their experiences, and Cassie’s comments typify this.
Additionally, in the context of handling a difficult patient care experience, she related
the idea of supportive coworker connections with the idea of being able to “move on”
and “take care of patients.” She shared that there were times when she needed the
support of her coworkers and a safe place (“behind closed doors”) to “let it out.” This
is what she said:
Um—well, we all can deal with things differently. For me, let it out is just
expressing the emotion that I’m feeling at the time. And that has to be behind
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closed doors. If I’m angry, super angry, letting that emotion just rise; address
it so that it can go away, and I can move on. For us, it happened to be just
crying. Like, I needed to cry. I needed to let out that feeling. I needed to
address what was happening, so that I could feel it—so that I could put it to
sleep, put it to rest, get rid of it, and move on and take care of the next patient.
Accordingly, elements of having a supportive team (“great boss” and “great team”) as
well as a supportive (“safe”) unit environment were factors in helping her to move on
and move forward with patient care. The second part of the above passage included
the following:
And I think as long as we are in a safe environment we’ve got a great boss to
let us do that, and we’ve got a great team. I think that people can move on and
take care of other patients. That would be horrible if we weren’t allowed to do
that.
Suzy also connected the idea of colleague support with the idea of being able to
release emotions. In describing her experiences related to the first time she cried, she
spoke of support and wisdom that was passed from a coworker to her in letting out
emotions connected with difficult patient care experiences. She discussed how she
learned from her first experience of being allowed to release her emotions and then
made an effort to pass this insight on to other nurses. Suzy also brought up the idea of
coworkers supporting each other by taking care of others’ patients, so they had a
chance to deal with their emotions.
Someone—after my first patient died—they told me it’s okay to cry, because
you have to let go of all that adrenaline. And you bawled and then you were
fine. I passed that on to people, too. It’s okay to go cry—go cry. And then I
said, you know, “Go for an hour and I’ll take care of your patients.” So, I
learned from that to just say. . . . No one did that for me for my first time, so if
it ever happened to someone else and it was their patient, I said, “I’ve got it, I
can watch your patients for an hour, go take some time.”
Molly also related coworker support with being understood by teammates when
emotions needed to be released:
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You know. . . . I think my teammates, everybody that I work with, I think they
help. I think to see them. . . . Like, it’s not nice to see that they’re sad, but it’s
nice to see that it’s allowed. You know? You can be sad. I mean people cry
all the time. You can take a break and go cry. And it’s nice to know that we
all accept that. And we all know that that happens. I guess that’s part of being
sensitive to each other as well.
Concerning team/coworker support and a supportive environment, Susan also included
the element of safety as Cassie had.
Okay, so. . . . If you’re a nurse in a unit, you need somewhere that you can go
and express your frustrations and your questions. You need a place that’s safe.
You need a place where somebody’s not going to um, they’re not going to
negatively judge you, but offer you suggestions on how to remedy the
situation, on how to survive. You need to feel the support of your fellow
nurses around you. There needs to be a team effort in helping every patient. It
shouldn’t just be somebody’s on their own caring for this load that’s
unmanageable. There has to be back-up for these nurses.
Moreover, many participants connected team/coworker support with longevity,
satisfaction, and retention on the unit. These comments by Suzy provide insight into
her experiences with nurse satisfaction and nurse retention on units where coworker
support was strong. She used phrases such as “great friendships,” “supportive boss,”
and “great relationships with doctors” in association with loving where she worked
and individuals she worked with. There were elements of trust and motivation to be
her “best self” interwoven in her accounts:
I worked with amazing nurses and that was a huge thing. For my 12 consistent
years. And then my last three were per diem, you know? While I was there, it
was almost impossible to get a job on our floor because everybody loved their
job.
She added:
So we got this strong central cohort of nurses, and everyone wanted to come
work where we worked because we had great friendships, and we trusted each
other and we . . . it was such a great floor. We had an amazing boss; that was
huge—huge. To have a boss that worked on the floor with you, and supported
you, and had their own skill set and was, you know, in the grinder with you.
They. . . . Even when you did something wrong they had your back, and they
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talked you through it. I never felt threated on my job, which was also a big
deal. Just motivated to be our best self.
She continued:
I loved my job. Loved it. And loved who I worked with. I loved what we did.
. . . We had a good relationship with our ICU and our docs. Had great. . . .
That’s the other thing—I had a great relationship with the doctors, so when I
called for something, I got what I wanted because I didn’t bother them
otherwise. You know, it was one of those things. That creates satisfaction in
my job—to know the doctors trusted me and my opinion.
Carly also mentioned the element of trust that is associated with coworker support: “I
guess ultimately being a team player, and not taking it all on yourself. You know. . . .
Trust your coworkers. Trust that they are going to do what they are supposed to do.
Trust that you are going to do what you’re supposed to do.” Cora used the phrase
“trying to be the best I can” when describing contrasting experiences with coworker
support:
And so just going from a place with no support system where you felt like you
were attacked for trying to be a good practitioner and trying to be a patient
advocate—to going to a system where they were like . . . where they celebrated
you working as hard as you could. It just did a lot for my confidence and
making me feel like I wasn’t stupid, like I—yes I am trying to be the best I can.
Abagail repeated the idea that nurses continue to work on their unit as a result of
having supportive connections among coworkers: “And so I think that that’s a lot of
why I work where I work, is the association you make with the nurses you work with.
. . . And I think that you stay because you have that core group.” Ralph also
articulated that the support he received from his coworkers was one of the reasons he
stayed on the unit as long as he did. He was one of the first participants to express the
idea that both elements of supportive coworkers as well as supportive environment
must be in place to foster longevity on a unit:
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I mean I think that’s one of the main reasons I was there. You cannot belittle
how important your coworkers are. I mean if you . . . you can deal with a lot
of stuff within an environment if you have people you care about, and you
know care about you. I mean it’s huge. If you have a great environment, but
you don’t like your coworkers, I think you’re a goner. I think you leave. But
when you have great coworkers and people you know will have your back and
you respect, you know, and you know that they’ll jump in anytime you need
help. . . . You do the same for them, and that’s the environment—that’s what
works. I don’t think I stayed that long for the patients. I really believe I stayed
as long as I did because of the people that surrounded me.
Furthermore, participants described how they experienced teamwork and team
decision-making as a part of coworker support. They linked elements of familiarity
and synchronicity in their descriptions of the team. Colleagues were described as a
support system and a resource, and, as such, nurses became protective of each other
and sensitive to the needs of those working with them. Accordingly, in discussing
coworker support and individuals she worked with, Carly described a situation where
the neonatal ICU team went down to the emergency room to assist with an infant
resuscitation:
We went down to the ER [emergency room] to meet the ambulance coming in.
And it was essentially a dead baby. . . . And then just the level of stress in a
room, just by being there, set you into panic mode. It’s palpable, you know.
So we got right into it. Um, I took over chest compressions and was trying to
do the NRP [neonatal resuscitation program] chest compressions instead of the
BLS [basic life support] chest compressions. You know? Which is a different
ratio and different type of a sequence. The ER doc kept trying to intubate the
baby and they couldn’t get the baby intubated. Bless her heart, our RT
[respiratory therapist] finally went, “Can I do it?” And so she took over trying
to intubate.
She then spoke of the elements of familiarity/comfort and synchronicity in knowing
the team she worked with. Specifically, the respiratory therapist she worked with in
the neonatal ICU:
So, we were . . . once it was my person, I felt so much more comfortable with
her. We were this synchronized team. We were able to coordinate our chest
compressions, breathing. Umm, it felt more natural, it felt I don’t know . . . a
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little calmer, you know what I mean? When you enter a situation that’s
unfamiliar, that just enlists anxiety anyway. But umm, to have people that
you’ve worked with—I know what she does, she knows what I do. We didn’t
have to guess, and we didn’t have to really instruct one another. She knew
what she was doing, I knew what I was doing, and we knew when to stop and
when to start, that type of thing. So that kind of helped the situation.
For Carly, the element of familiarity kept her working on the unit where she did:
So, it helps to have equipment and people you are familiar with. . . . I think
that’s why I could never be, like, a float nurse. It’s too different. I like my
comfort, and the people I work with and what I know. Kind of like when I say
it’s a synchronized thing—you don’t really have to think outside of that,
because you know you’re being efficient on both ends. And you don’t have
somebody. . . . And it is disruptive if you have somebody that starts coming in
and dictating different things. Like wait, wait, wait . . . time out—that’s not
what our next step was going to be. You’re throwing us off our groove here.
Darlene related one of her difficult experiences in patient care to an emotionally and
verbally abuse physician she worked with in the neonatal ICU. She then compared
this situation to her experience of associating with a new neonatologist hired to work
in the neonatal ICU. The new physician fostered teamwork and support on the unit:
So they’ve hired a new neo. Very nice. Very cordial. Doesn’t um, scream
and yell at people like this guy does. He doesn’t get all up in arms either.
He’s very dependent on us as nurses. You know, he understands . . . the other
position is old school. This guy understands that you know, you do work as a
team. It is a team effort. You have to work as a team. This is the other
thing—we don’t have physicians in house. We do it all up there. We run the
codes. We do everything until a physician gets there. And so, I’ve done a
couple of codes with this guy—or when we are resuscitating a baby that we
probably need to let go. He will look each one of us in the face and say, “What
do you want to do? What do you feel like we need to do? What do you feel
like?” And he will go around in a circle and ask everyone involved. And he’ll
tell you, he’s like, “It’s not my decision to make, this is a team effort—this is a
team decision.” Um, I think that’s how it should be.
She continued by describing what she did as a leader to counteract the negative impact
of the abusive physician and foster coworker support on the unit:
So, there have been times when I’ve been on, and I’ve been charging . . . and
we have to have this huddle everyday now. Kind of like Walmart, “Woo-hoo.”
I tell the nurses, “Look, we are going to have a good day today. We are not
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going to let him come in and dictate to us.” And I said, “If he gets out of hand
while I’m charging, I will say, ‘Look, we are having a good day, and so you
just need to take that back to your office.’”
During his interview, Ralph described the importance of having coworker support the
first time nurses experience an emergency or a code situation. He called team support
and the ability to rely on your team “huge”:
I mean the very first time you code a patient you are petrified. And then you
take that deep breath and you go, “Woah.” And hopefully you have somebody
there that you trust, and “Let’s do this—come on. Let’s start doing chest
compressions, and let’s get the IV [intravenous therapy] going. Let’s start with
the medication. Let’s get the pads on them, and let’s just get going.” Really,
knowing that you can rely on the team around you is huge.
Susan also described the support she received from coworkers when she was a new
nurse on the unit and had an extremely unpleasant exchange with a physician. The
support she received was one of the reasons she continued working on the unit. She
referred to her coworkers as her “support system” and “resource in making decisions
about patient care”:
And so, being inexperienced and new, I was just like, I thought I had done
everything correctly. I had followed protocol, I thought. Afterwards, I
collaborated with my um peers. The more senior nurses. And they agreed
with me. They said that he should have come up to the bedside, he should
have looked at the EKG [electrocardiogram] himself, made the diagnosis, and
then sent him to the cath lab. As a new nurse, it was the way he handled the
situation. And I was really upset with this, and I wanted to quit because I did
my best. After talking with the other nurses, I felt like I did the right thing and
that he was out of line. But it was just like, you know. . . . His unprofessional
manner in the way he treated me, and it just really hurt my feelings. I think
about that, and I think that had the other nurses not supported me and cheered
me on—I think I would have just wanted out of there. That’s what got me
through that, you know. And later, that doctor apologized to me. My nurse
friends went to him and they were upset with him and told him, “You can’t
treat the nurses like this,” so he apologized to me.
Further, in her discussion of particularly difficult experiences in patient care,
Susan provided an example of what happened on her unit when supportive
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connections started to break down. She mentioned in her interview that many of the
nurses left her unit when colleague support and environmental support began to erode.
In the past, support had been strong. The incident she associated with her comments
here related to a physician who disrupted coworker support on the unit:
Previously, I felt like I had the backing of the staff. I felt like my manager
supported me. I got along really well with the other doctors. Anyway, I
hugged her, you know, and tried to make her feel better and everything. And
umm, I think this was a new turning point for this unit that we worked in.
Because we’d always been a team and we’d always, you know, supported each
other. So, these incidences kept continuing to happen with nurses that I knew
were good and that I really loved and trusted.
She followed up by emphasizing how important it is for new nurses to ask for help:
I can’t tell you . . . it’s like unless you have gone through it, you might not be
able to um, I don’t know . . . realize that how valuable the teamwork part of it
is.
You have to feel comfortable. Maybe not comfortable is the word, but you
have to feel confident in approaching your physicians. You know they’re the
experts. They need to teach us and share with us advice and, you know, ways
of taking care of people . . . of their patients. And you have to be able to ask
for help, and know when to ask for help. Sometimes I think that’s what newer
nurses get in trouble with. They don’t know what they don’t know. And so
they don’t know that they should be asking for another nurse’s help. You
know?
While describing her work in the ICU, Sophia also mentioned the idea of learning to
ask for help: “It was kind of crazy. You just survived the night on some level. And
you know, you ask for help. You learned to ask for help.” Carly also spoke of the
idea of nurses helping each other in order to maintain the integrity of the unit:
I feel like we always have each other. . . . When I say we have each other’s
back, it’s that we are always supporting each other. That is one of the main
things to keep the integrity of the unit. We always forgive each other when
something is missed. We’ll say, “Oh yeah, oh yeah, we could have missed
that,” or help each other when you’re having a bad time.
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You know you’re having a difficult situation. You’re having an out of control
patient, and you’ll ask everybody to come in there and help you until you can
get them under control. And then someone will get on the phone and get
medication, and another person will come help you do whatever in the room
and get set up. Or if you’re having a code, they get things ready for you, and
they’ll take your other patients and watch them. So it’s kind of like they just
automatically take over and, you know, help you with what’s going on in that
situation.
Anastasia also discussed the “great people” she worked with and that they were “all on
the same page.” She “loved being around” the nurses she worked with. She talked
about her coworkers being able to “read each other”: As with other participants, when
describing coworker support, she reiterated she loved the people she worked with: “I
take a lot of pride in the team. I loved the group I worked with. I think we did great
work.” Molly described coworker support as being essential to surviving in the
emergency room:
I think you have to have a very um . . . you have to be very team oriented, just
because you can’t survive in the ER [emergency room] if you don’t have each
other. That’s really important. And you also can’t survive in the ER if you
don’t support each other.
She also described coworker support in terms of getting to know the people she
worked with—including being sensitive and protective toward her colleagues:
I mean you get to know the people that you work with. And I guess, like,
support as in . . . like I have a friend that I work with whose stepfather shot
himself in the head and she found him. So people know that, and so I think
that we kind of, you know, . . . if a patient comes in that it’s the same situation,
we are sensitive of that and would never give her . . . never put her in that type
of a situation. We would have someone else care for the patient. We would
make sure she’s okay—talk to her. And I think we kind of protect each other
that way. And also just sensitive . . . like we recently had another child pass
away and there was a mom—a nurse and she is a mom, just a recent second
child. So, right when the patient came in, she just walked out crying. And she
couldn’t take care of the patient. And that was fine, because there were other
nurses in there to take care of it, and at that point we are just sensitive. We are
like, “Okay, she couldn’t do it.” So, someone else needs to go in—and we all
understand. Of course, we make sure she’s okay. And whatever she needs to
do, we talk to her about it. So, I think just kind of being sensitive to situations
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that people. . . . You know, just knowing that it could be something sad for
them. So, that’s why I always try to take the children, the critical kids. Just
because I’m not a mom, so it doesn’t bother me as much as I know it would
bother somebody else.
Savannah summed up the level of closeness nurses feel in units that have supportive
coworker connections by using one simple phrase, “You are a family.”
In summary, team/coworker support and environmental support were both
essential aspects of utilizing supportive resources for nurses working in high acuity
units. When supportive resources of a safe unit environment and understanding
coworkers were in place, nurses felt comfortable releasing their emotions and
continuing forward in patient care. In describing their experiences of team/coworker
support, nurses used phrases such as, “I love my team,” “they had my back,” and
“that’s one of the reasons I stayed as long as I did.” Nurses also experienced feelings
of trust, protectiveness, and sensitivity toward colleagues when working on units
where team/coworker support was strong. Participants discussed the fact that both
team/coworker and environmental support were vital for nurses in confronting and
adapting to difficult experiences in patient care.
Theme 5. Gaining and Applying
Knowledge: Experience, Learning,
Education, and Mentoring
The fifth theme which emerged from analysis of individual interviews
pertaining to particularly difficult experiences in patient care was gaining and applying
knowledge. There were four subthemes associated with this theme: experience,
learning, education, and mentoring. Nurses expressed that utilizing experience,
incorporating learning, increasing education, and taking opportunities to mentor new
nurses were essential components of their experiences with resilience. The nodes
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associated with this theme were originally labeled in NVivo 11® as “learning and
education,” “experience,” “intuition,” and “teaching and mentoring.” Fourteen of the
15 participants spoke of some element of gaining and applying knowledge in their
interviews. In total, there were 56 references to instances of gaining and applying
knowledge by participants. Nurses used phrases such as, “that just comes from years
of experience,” “that was a learning moment for me,” “I went to conferences,” “I’ve
been doing critical care education,” “I had great mentors,” and “I used that experience
to educate new nurses” in association with this theme.
As noted above, there were four subthemes associated with the overarching
theme of gaining and applying knowledge. Nurses described their experiences in
terms of knowledge and intuition they gained through years of experience, what they
learned from difficult experiences in patient care, the education and/or continuing
education they themselves sought out as a result of these experiences, and the
knowledge and learning they passed on to other nurses in formal and informal ways.
Frequently, discussion of these four areas of gaining and applying knowledge were
discussed together. The following selections from participant interviews illustrate the
importance nurses place on experience, learning, education, and mentoring in
connection with difficult experiences in patient care.
Experience. Participants spoke of their years of clinical experience with
patient care and the connection this experience had in relation to personal confidence
built over time and the ability and willingness to share their experience and knowledge
with others. In relation to her experiences in the neonatal ICU, Carly said,
I want to do the 24-weeker . . . I would give it my all and that’s how I’ve. . . .
Yeah, I’m a good nurse. And I know that I am, and so I’m confident to know
that it would get good care. But it’s taken a long time for me to get to that
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point. You know I couldn’t have said that right after I came out of nursing
school. Even two or three years, or five years. It’s taken a long time to be able
to say that and to interact that with families and those types of things. To be
able to say that.
Abagail discussed how her experience allowed her to pick up on subtle cues related to
her patient’s status. As with Carly, her experience gave her the confidence to speak up
and help the family make appropriate plans:
Then he went on hospice and he died on Christmas Eve. So, I was really glad
that I did speak up and they didn’t miss that opportunity. I was very careful to
say, “I could be wrong, but I’d rather be safe than sorry.” Those are special
things—when I think that what I do makes a difference. And I think
experience. I don’t think a new nurse would have recognized how fast we
were deteriorating and would have known enough to say, “We need to do that
today.” I also don’t know if they would have been comfortable enough to say,
“We need to do that today.” That’s something I’ve learned with experience.
Darlene described her work in the neonatal ICU as providing her with experience
which progressed into intuition and “gut feelings” in connection with knowledge and
how to “look at the big picture”:
It’s just a feeling and it’s probably based a lot on knowledge, really. Umm,
you just know to look at the big picture. You don’t just look at one thing . . .
you look at the heart rate is up, the temp is down. And it’s funny because you
can watch these things your whole shift, and then it’s like, “ding, ding, ding,
ding, ding, I think there’s something wrong.” So, I think a lot of that is really
based on experience, because it takes a while to realize a baby’s temp can go
high or low. They won’t cry. They can’t tell you. You really have to look at
their pathophysiological state, and just um, something’s not quite right. Why
is the blood sugar all of a sudden dropping? And so it’s those subtle things
that will get you into trouble if you don’t act upon them. So those kinds of,
umm. . . . It’s just hard to teach that, because it’s a gut feeling.
Learning. Several participants spoke of “what they learned” or “learning
moments” they had as a result of their difficult experiences in patient care. Some
described the impact of their experiences in terms of knowledge, learning, and
increased understanding. For example, Molly said, “ I think as a nurse everything has
made me stronger, and more knowledgeable, and more understanding.” In discussing
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an experience she had with a physician she labeled as “a big huge bully,” Suzy
described what she learned as a result of this interaction:
But the great part of it was that I learned . . . I said get your hands off me, leave
this room. I don’t have to talk to you like this. You’re not in charge of me.
You know? And he was like, “You are direct patient care.” I mean he flipped
his lid on me, and that day I established my boundaries with this physician and
just said, “You will not bully me. You will not touch me ever again.” You
know? And I said it with the door open in front of everyone. I said, “If you
don’t trust that the nurses know how to take care of your patients, then you can
take them somewhere else.”
And umm that established a relationship with him for me. What’s funny is that
we became great friends in the later years, and he trusted the things that I said.
Big huge bully. So that was a big learning—to learn my place with physicians
and to have a moment to say, “Oh, don’t touch me,” first of all, and “Get out of
my space.” “This is a professional environment and you don’t have the right to
yell at me. We can have this discussion. If you think I’ve done something
wrong, let’s have that discussion. I’m happy to hear that.”
Darlene also discussed a confrontation she had with a physician concerning a pediatric
patient with undiagnosed compartment syndrome. This experience occurred earlier in
her career. In recounting the course of events, she described paying attention to her
instincts. She also emphasized that she learned how to “think outside of the box,” and
“seek answers”:
So what that taught me was to never give up. There will always be people out
there that are jerks, especially physicians, and very unappreciative. The
parents were very, very appreciative. They were just like, “Holy cow, we can’t
believe.” The mom kept saying. . . . “She’s like. . . .” Yeah, I knew
something was wrong. I knew something was up. So what was happening was
that it was pinching her nerve and causing this tingling, and she described it as
itching. So, it taught me then, too, that symptoms are not always presented the
way you are taught or the way you might think. You really have to think
outside the box. And if you don’t have an answer, I think it’s best to seek an
answer of some sort. And so that did . . . I’ll never forget that.
She continued by highlighting the importance of following “her gut reaction” and the
role experience plays in building nurse instincts and learning “when to call”
physicians:
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But anyway, it taught me never to give up. And, um, you know it taught me to
at least attempt to find an answer, because there’s got to be some sort of
answer. And maybe you don’t have an answer. Maybe it takes somebody else
coming in to find that answer. And your gut feeling a lot of times is not
always the wrong thing to go with. Sometimes it is, but more times than not
my gut reaction, even in newborn intensive care, has been to call. And I’m
getting. . . . As you get experience you just know what to call and what not to
call for. And I think the physicians, too, they know . . . they know that if I call,
there’s an issue.
Susan described a “learning experience” which occurred as a result of a physician
treating her in an “unprofessional manner” as well. She underscored the importance
of the support she received from her coworkers in helping her to continue to work in
that setting:
His unprofessional manner in the way he treated me . . . it just really hurt my
feelings. I think about that, and I think that had the other nurses not supported
me, and cheered me on, I think I would have just wanted out of there. That’s
what got me through that. You know? And later, that doctor apologized to
me. My nurse friends went to him, and they were upset with him and told him,
“You can’t treat the nurses like this.” So, he apologized to me. So, that was a
learning experience.
She also described “learning as you go” in nursing:
I think that when you’re in nursing school you just assume that everyone will
behave professionally and um treat you with respect and courtesy—and it isn’t
the way it is. When you’re in a stressful situation like that, you see either the
best or the worst sides of people. Everyone has a dark side. It’s like this
physician had a dark side. You know? I was wary after that point. Like, I
didn’t really trust him as much. So, I think you learn as a nurse who is
approachable and who values your opinion as a nurse.
She added insights she gained into how stress impacts events:
I learned that these situations are so incredibly stressful and chaotic. And there
are so many personality dynamics that go into the decision-making that kind of
cloud the care for patients. I just think that’s really unfortunate. The care we
give to our patients—it can be misguided by personalities and egos.
In describing her experiences in the ICU, Sophia discussed the learning that occurred
as she went along. She also placed emphasis on learning to ask for help and learning
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that what nurses do is valuable, including the role this knowledge has in helping
nurses to continue on in their work:
Well I hoped that I learn as I go. . . . You know when you are a young nurse
you are learning, you’re growing, you’re competing with yourself on some
level to be the best and know all the answers. And that kind of sustains you on
some level because you get an ego boost on doing a good job.
You learned to ask for help. And sometimes you learn that what you do is
valuable. It’s hard to say that you say it sometimes, but the bottom line is
sometimes people survive because of what you do and that’s probably what
keeps you going.
Cora related two contrasting experiences she had in the ICU at separate hospitals. As
she progressed in her own personal experience, she became a charge nurse while
working at the second hospital. It was in this environment that she gained a “faith” in
herself, and an awareness regarding areas where she could increase in knowledge and
education. She said,
I became a charge nurse there. It was huge for me personally, because I
learned how to have more faith in myself. I learned what I didn’t know . . .
which I always felt like I was missing something, but I didn’t know where to
start with what I was missing in my ICU education . . . if that makes sense?
Anastasia discussed a slightly different perspective in what “she could learn” or what
nurses “should learn” from experiences. She described the processing she went
through when her patient passed away unexpectedly:
I have to process. I have to reflect. And I usually start from the beginning of,
“Did everything go right that is in my control?” “Did I anticipate?” “Was I
thinking?” “Was I on?” “Was there some things happening that I just wasn’t
sure?” And maybe I need to learn from that?
I think for me . . . I think every patient that doesn’t have a good outcome. We
need to reflect and think about, “What would we have done different?”
Knowing what happened now. Hindsight. And I think we should learn from
that. I think we need to talk about what we should have done. I think with
nursing, even if you’ve been doing it for a long time, there’s always something
to learn and different ways to do things.
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With 36 years of nursing experience, Patty discussed how the advances in medicine
and “learning new things” is what “kept her going”:
You know I’ve been around long enough now, I mean that was like, “What are
you talking about?” And that’s not a big deal today. But it was a big deal
then. We learned a lot of things. It is stressful to learn new things.
When I started you didn’t do anything for them except comfort care. I mean,
looking back, that’s all we did was comfort care because there wasn’t anything
to do. So, I think some of it is the increased knowledge base, and the increased
equipment that we have—or the bettering of the equipment that we have . . .
more specific, more scientific . . . is what kept me going.
In relating his experiences in intermediate care unit, Ralph talked about the personal
growth and learning that occurs in nursing: “I absolutely love nursing. I find that
there’s constant growth and your knowledge is always expanding.”
Education. Some participants also spoke of additional education they
themselves decided to obtain as a result of the difficult experiences they encountered
in patient care. Savannah shared an experience she had while working in the neonatal
ICU and providing care for a couple who had lost their infant. Savannah commented
that one of her “usual coping mechanisms” in dealing with difficult experiences is to
turn to the literature in an effort to increase her own knowledge and understanding. In
this particular experience, Savannah felt the couple had not reacted with “enough
emotion,” even though they ended up providing comfort for her:
Um, I felt guilty because I was still pregnant, and I’m having to work with this
mom that’s just lost her baby, and I can’t do anything about it. Very helpless.
But they comforted me. They had a religious background that supported them,
and they believed that they would raise that baby in the next world, and they
actually comforted me. Which made me feel very inadequate, because I
should have been in a role that I could have helped them. That’s what nurses
are supposed to do. So, it was a motivator, I used it as a motivator to learn
more about death, dying, the grief process—and went to conferences.
And I learned about denial. I learned the power of denial—the length of time
that it takes. That you can’t rush some processes. That they have to go
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through their own steps of grief on their own. And it may make people look
really stupid. Emotional blocks can make people appear stupid. And so I have
to back off those judgements and then had to reevaluate. I learned that my best
efforts may certainly be rejected, and not everybody’s going to like me.
Different coping skills there, because I wasn’t really dealing with my own
survival, but I was dealing with a recognition of other people’s emotions and
how that could affect me. And how I had to not only be in tune with my
emotions to be a good nurse, but I have to be in tune with where other people
are at. And then try to understand those processes. So, then I started again to
go back into the literature and research and try to figure out about emotional
intelligence. And I’ve taught classes on it and read 700 books on it and tried to
figure that out, so that in a moment’s notice I can tell where people are at
intuitively with their body language—the stress level they’re at, so that I can
work with them more effectively and adapt to the level of state that they are in
and see if then I can be more helpful.
Cora related an experience in the ICU where one of her coworkers made a mistake that
ended up costing the patient his life. Cora was one of the nurses involved in trying to
save the patient. She remarked that this experience “made a big impact” on her.
When she transferred to another hospital, she found this experience “still lingered”
with her. Cora said this experience, combined with encouragement from other nurses
on the unit, prompted her to further her education: “Then I went to the [hospital name
deleted] and it was like—‘Yeah, you get your bachelor’s.’ I was like, ‘Oh yeah, I
guess I should go back and get it.’ You know? And so, then I went back to school
and furthered my education.” Patty described her experience in the ICU treating one
of the first cases of Hantavirus. In connection with this experience, she discussed how
advances in medicine and “learning new things” is what “kept her going.” She also
touched on the endeavors she made to increase her educational base and commented
that her education and learning is what helped her maintain longevity in her career:
But I think my increased knowledge base as we went along . . . because I went
to conferences every year. I went to classes every year—in school and out of
school. And I could help somebody better next year, and the next year, and the
next year . . . is what kept me going all these years.
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Mentoring. Some participants spoke of teaching and mentoring other nurses
in connection with gaining and applying knowledge related to difficult experiences in
patient care. Often, participants discussed learning which occurred as a result of their
experiences and then teaching/mentoring others accordingly. As an example, Cora
described how she learned from her mistakes and then used that knowledge to educate
and mentor other nurses:
I learned to think about it, and I learned to use that experience in educating
new nurses. You know, say, “This is what I did—like don’t ever do this
because I did it, and it was really stupid.” You know? And so I would try and
make fun of myself and, you know—try and make my experience sort of like a
“sometimes this just happens, sometimes you are really tired and you do really
stupid things, but you know—you just . . . you have to push through. . . .”
“You’ll get through this first year of learning how to be an ICU nurse.”
As a result of experiences in the emergency room, Cassie remarked that she learned to
be a more empathetic teacher, and this learning has, in turn, influenced her interactions
with students:
Hmmm—I think that these experiences have helped me. Well, number one to
become a more empathetic teacher. Because I can understand that students are
going through traumatic experiences with basically trying to get their whole
preceptorship that they have no idea it was going to be so intense, and then
they’re balancing family and class. Like, this instant is so intense for my
students, and I can step back and understand, like, you’re going through this.
So it’s increased the empathy for me with the students that I deal with on a
daily basis. It’s helped me become a better teacher and, you know, clinical
coach and nurse.
Within the context of patient loss, Suzy learned what others had taught her and then
passed it along to nurses she worked with:
And the other thing, you know, that I learned along the way is that someone—
after my first patient died—they told me it’s okay to cry, because you have to
let go of all that adrenaline. And you bawled and then you were fine. I passed
that onto people, too. It’s okay to go cry, go cry.
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As she progressed in her experience and knowledge, Susan began mentoring new
nurse graduates. She described the learning she passed along to new nurses
concerning the time it takes to feel competent. Susan also provided encouragement to
these nurses just beginning their career:
I do that all the time now. It’s like I work with new nurses and they are always
overwhelmed at first. I tell them they can—they can do this because they are
smart and because they want to be a nurse. And a nurse is somebody that
compassionately and skillfully takes care of these patients. And that is
something that will come. It won’t be immediate, they have to give it time.
And they have to give themselves at least a year before they’ll feel competent.
But it will come.
As a clinical preceptor for student nurses and a mentor for new nurses, Carly added
that from her perspective, experience, education, and knowledge help nurses to cope
with anxiety. She commented that she used this knowledge to help others:
I think that just comes from years of experience, but . . . and also education.
You know I’m a preceptor, clinical coach, and mentor, whatever, those three
words all kind of mean the same thing. I orient new people and take students.
And communication, education, knowledge, those are all things that help with
anxiety.
In her work in the ICU, Cora remarked that one of her difficult experiences in patient
care, including the environment the experience occurred in, was the catalyst for her
desire to increase her education. As a result, she became a clinical care educator:
Honestly, working at that hospital is what made me want to be an educator,
because I left and realized how unprepared I was, and how much I didn’t
know, what I should have known for working in an ICU setting. And so, I left
and I went to the [hospital name deleted], and that was when I was like, “I
want to be a critical care educator. I have to be. I have to teach nurses how to
safely take care of critical care patients.” And that’s where . . . so for the last
two years I’ve been doing critical care education.
Cora continued by discussing the environment of learning she experienced in the new
hospital and the mentors she had: “So, then I went to the [hospital name deleted]
where it was this environment of learning and growing, and I had mentors and people
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to ask and talk to. I had a really supportive manager who was amazing.” Anastasia
discussed her work in mentoring new critical care nurses. She remarked that she loves
observing new nurses and how they think:
No, you know the one thing that I do think is fun, and really rewarding, is as
you get tenured in nursing—it’s so fun to see the new nurse. . . . And, there are
some really smart people. And just their interest, and their growth, and their
development . . . and to see how they work through some of these hard issues.
Abagail also remarked on changes that have occurred over her 20 years of experience,
including her interest in working with new nurses:
And as charge nurse and stuff like that, I’m finding . . . I don’t know if it’s
more my age and how far down the road I am? Like 20 years of doing this . . .
or if it’s the role that I play now? I am now a lot more interested in supporting
newer nurses.
I’ve been doing this for 20 years, and I’m just now to the point where I say,
“Just one minute, I’ll be right back.” I don’t even have to tell anyone where
I’m going . . . “Just one minute, and I’ll be right back.” And then you can be
so much more useful. I found that about eating, too. If you take 10 minutes to
eat, you are more approachable. Your stress level lowers. You can think
clearer. I think you can chart faster. All these people that say, “I can’t go eat
because I’m behind on charting.” Take 10 minutes, and you’ll chart faster.
You’ll get your mind clearer. It benefits you all the way around. So it’s kind
of teaching that it’s okay to take care of you, too.
In summary, within the context of difficult experiences in patient care, nurses
described how their years of experience helped them to have courage, communicate
effectively, utilize their intuition, think outside of the box, seek answers, and learn
how to cope with stressful situations. There were a variety of examples pertaining to
instances of what nurses “learned” or the “learning moments” they had as a result of
events encountered. Further, participants discussed their desire to continue in learning
and education, as well as a desire to teach and mentor new nurses. For high acuity
nurses, experience, learning, education, and mentoring were all part of the process of
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gaining and applying knowledge related to difficult or traumatic experiences
encountered.
Theme 6. Connection with Patient
and Family: Personal Connection
and Making a Difference
The sixth theme to emerge from individual nurse interviews pertaining to
particularly difficult experiences in patient care was a connection with patients and
their families. There were two associated subthemes: personal connection with
patients and families and making a difference. Nurses described personal connections
with patients and families and knowing they made a difference in the lives of their
patients and families as essential aspects of their experiences with resilience. All 15
participants discussed various elements of the connection they had with patients and
families, including features of making a difference in their lives and doing what was
right in caring for them. In total, there were 57 references to instances of connecting
with patients and families. There were two NVivo 11® nodes associated with this
theme that were originally labeled as “connection with patients,” and “making a
difference.” Nurses used phrases such as “intimate interactions,” “personalizing the
experience,” and “my job makes a difference” in connection with this theme.
In the course of their interviews, participants described the close, personal
connections they made with patients and their families and how this connection was
often part of making a difference in the lives of their patients. Abagail described it
this way:
I replay what I said, what I did, what mattered. . . . A lot of time I think that I
have connected with them more than maybe they’ve connected with me—
which is again okay, because I think a lot of times this goes on privately inside
me, it’s not . . . I don’t know—it’s more of a connection than something that’s
been talked about.
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An NVivo 11® word frequency query revealed 99 occurrences employing the words
personal, personally, or personalized. Nurses applied descriptors such as “intimate,”
“closeness,” and “attachment” to describe the level of connection they had with their
patients and the families of their patients. Participants commented that personal
connections helped them to “do what they did” in their career and also to find closure
with distressing events. As an example, Molly stated that the personal, close
connections she had with her patients as well as the gratitude she received from her
patients have been what kept her working in the emergency room. In her words, “the
type of things that keep me there.” The following interview selections illustrate
personal connections nurses developed during the course of events pertaining to
difficult or traumatic experiences in patient care.
Abagail used terms such as “friend” and “support” when describing the
personal connection she had with her patients. As with Molly, she remarked that the
connection she had, and knowing she was helping her patient, was what “kept her
going”:
That actually kind of boosted me up. That kind of fed my soul. To feel like
you are able to do something to help. That they felt comfortable with you. I
kind of quit being the stranger in the hospital and was more of a friend and
support then. So that’s the kind of thing that keeps you going for some more
days, months, years, whatever.
Abagail used the terms “private,” “special,” and “privilege” when describing
connections she made with her patients:
These very special moments are private. They were between me and the
patient and they weren’t something I talked about. They weren’t something I
shared. I shared it with that person—I don’t know—and that was a special
thing I guess. It goes back to that privilege to support them and share that time
with them.
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In describing her experiences in the neonatal ICU as a nurse and as an interpreter,
Cassie relayed an experience where she focused her efforts on interpreting for and
helping a mother whose infant daughter was dying. She used phrases such as
“intimate involvement,” “on their level,” “compassionate,” “speaking in their
language,” and “stay deep in my heart” in association with this experience:
And so it was. . . . It’s that intimate involvement of trying to explain to them
what’s going on and on their level, and I also was trying to help run this code,
and uh working a baby for hours. I mean trying to get IVs [intravenous
therapy] . . . that traumatic experience where you are the person speaking to
them—these are the things that really hit me, and they’re the ones that stay
deep in my heart.
And the whole time I’m trying to be the interpreter, “We’re doing this, we’re
doing that,” and you are trying to be a nurse, but you are also trying to hug the
mom and help her get through this period. And you’re trying not to be
emotional, because you are trying to be strong and be sure of what you are
doing, but also be compassionate, and you are speaking in their language. So
you know you’re the only person they are understanding, and trying to explain
to them we are losing your child. There is nothing we can do to save this baby
at this point, sorry.
Ralph discussed personal connections and “closeness” he had with patients while
working in the intermediate care unit. He also used the word “intimate” to describe
interactions he had with his patients:
And the time, and ability, and the closeness that you get to develop with your
patients and the family members of your patients are things that never end.
I have people come up to me in the grocery store still today and say, “Do you
remember me?” I say, “I remember your face, but I can’t remember your
name to be honest.” They say, “Oh this.” And I say, “You are the one who
had this done, huh?” They are like, “You remember that?” And I’m like,
“Yep.” Can’t remember my kid’s names, but I can remember your face and
what happened. It’s just fun to listen to them and have that interaction . . . that
really intimate interaction that people rarely get to have with strangers. It’s
amazing. It really is an amazing field.
In relaying a difficult experience in patient care, Anastasia described the personal
connection and close interactions she had with a family whose mother and daughter
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had unexpectedly passed away. Anastasia remarked that she, “felt their pain,” and
“felt their sorrow,” but that caring was an important part of her nursing. She also felt
it important to get to know her patients—and know their story:
And I go out there, and they went and bought me a gift. And I just . . . I felt
like, “What’s that for?” They said, “I just know you really care.” That is why
I do what I do because I really do care. But the part was, actually, I just . . . I
felt their pain, I felt their sorrow, and I felt bad. I don’t feel like we did
anything wrong, and I think they felt that way, too. We just—we’re open,
we’re honest, and this is what’s going on and being transparent.
The one thing that I do know is that I really try to enjoy people. I like to get to
know people. I like to know their story a little bit more. And I think nursing
has really in some way, I think nursing always reminds you that there’s a story
. . . there’s a lot of facts, there’s a lot of data, but there’s also a story. And I
think finding the story in our patients is where you find joy. Even when you’re
not looking for it. That’s the part that I really try to do.
Cassidy also described the personal connections she and her coworkers made with
patients and their families in the neonatal ICU. She remarked that she and others were
very “attached” and “close” to the families. Often, she and her coworkers would
attend the funeral of a baby they had lost. Interestingly, Cassidy observed that this
helped both the nurses and families find closure:
And the families . . . I feel like when we have babies that pass, we go to the
funeral and try to get that closure, too. I think it helps the families to see us
there, and that we care past taking care of their baby. We care to come and to
support them at the funeral. I think it’s really helpful to them, but I think it
also helps us to get that closure, too, to go to the funeral. I think people in our
unit are good to do that and go support those families and help them through
that.
In her work in the ICU, Patty described that “getting close to the patient” and having a
personal connection with a patient whose case was “very difficult” was part of what
made his recovery “extremely rewarding” for her even though it was an emotional
experience:
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That one for me is a very emotional one. And I don’t know why other than our
connection, running connection. Because there were certainly lots of others
who did and didn’t make it in the neuro field. I think the ones I remember
have become a personal thing because of some connection or another. I don’t
know um. . . . Because of outside things I think I became involved, you know,
like I said a connection . . . I had some kind of connection, and I think
everybody in the unit had a connection to the young man who was on the
ventilator for what seemed like years.
As mentioned above, the personal connections nurses made with their patients
and families were also associated with experiences of touching lives, making a
difference, and doing the right thing in the course of care. In Abagail’s words, “Those
are special things . . . when I think that what I do makes a difference.” Further,
participants remarked that making a difference in the lives of their patients and
families was one of the things that helped them to feel happy, love their job, and
remain in their career. As an example, Ralph related a difficult experience he had with
a patient he cared for who weighed over 870 pounds. Because of the care Ralph and
his coworkers provided, this man lost 600 pounds and was eventually released from
the hospital. From Ralph’s point of view, these types of interactions have been what
kept him going:
He came back and his wife came back, and when I met him and talked to him
it was . . . everything. It was just amazing. You’re like, “That’s what it’s all
about.” When you can touch lives in this field, it’s unbelievable. And you
don’t really know how many lives you touch, you know, because most of the
patients you don’t see again. Those few that are constantly coming back, you
know—you get to know very well. But the ones that you remember are the
ones that just amaze you. He was one that amazed me. What he did and how
he turned around his life—it really . . . after that, you can’t help but think you
do make a world of difference for people and it’s impressive. It just keeps you
going too. It really does.
As with Ralph, Cassie felt she could “go home happy” knowing she made a difference
for her patients: “I treat them with respect, so that they still feel like they are a human
and that their concern is validated. That helps me go home happy because I realize my
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job makes a difference. I have increased empathy for them.” Suzy commented on
loving her job because of the “good” she and her coworkers did for their patients: “I
loved my job. Loved it, and loved who I worked with. I loved what we did. We did a
lot of good, and I think that’s how I felt at the end of it. You did a lot of good. We
improved patients’ lives.”
In summary, participants described the importance of connections made with
patients and their families when encountering difficult experiences in patient care. As
illustrated, the connections had depth—they were defined as personal, close, private,
special, and privileged. This type of connection was also associated with nurses
knowing they were making a difference in the lives of their patients through the care
they had provided. This, in turn, contributed to nurses loving their job and continuing
on in their work.
Theme 7. Recognizing the Meaning
and Impact of Experiences: Individual
Impact and Life Lessons
The seventh theme to emerge from individual nurse interviews pertaining to
particularly difficult experiences in patient care was recognizing the meaning and
impact of experiences. There were two associated subthemes: individual impact of
experiences and life lessons learned. Nurses described individual changes they
experienced and valuable life lessons learned as a result of encountering difficult
events in patient care. Thirteen of the 15 participants discussed various elements of
recognizing the meaning their experiences had and/or the impact of their experiences.
In total, there were 42 references to this theme in participant interviews. There were
three NVivo 11® nodes associated with this theme that were originally labeled
“impact of experiences,” “love and celebrate the now,” and “inspiration through
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others’ hardships.” Nurses used phrases such as “made me a stronger person,”
“celebrate the now,” “seize the day,” and “value life” in connection with this theme.
As reviewed in Chapter III, Methods for Data Collection, Englander (2012)
recommended that longer interviews include a follow-up question that can be
employed when participants reach a limit, or seemingly come to a level of saturation
in talking about their experiences. The question is phrased this way: “Let me ask you
this question. How has this experience affected your life? What kind of impact has it
had on your life?” The follow-up question suggested by Englander allowed me to
capture the “lived persistent meaning” (p. 31) of the experience for participants.
When discussing difficult experiences in patient care, several nurses described the
meaning the experience held for them and/or the impact the experience had in
response to this question. Participants discussed individual changes they experienced
as a result of events encountered in patient care. They also described life lessons
learned. The following quotes highlight the meaning and impact of particularly
difficult experiences in patient care as described by the participants themselves.
Frequently, both the meaning and impact of experiences were discussed
simultaneously.
Several participants spoke of the individual impact difficult experiences in
patient care had in terms of personal changes which occurred as a result, including
increased maturity, enlarged compassion, gains in skills, and the ability to foster
optimism, as well as an increased ability to support patients experiencing pain and
trauma. Additionally, nurses commented they were stronger as a result of these
experiences. As an example, Suzy described the maturity she gained as well as
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increases in compassion and her ability to handle or witness another individual’s pain
and trauma:
Yeah, I have a decade of stress, but it was okay. It made me a stronger nurse.
I think it made me more compassionate. I think it took my immaturity into a
maturity—to handle other patients’ pain, you know, other people’s pain and
trauma . . . and to be able to give them optimism. It made me a more mature
caregiver.
In describing her experiences, Carly also recognized personal gains in skills,
compassion, and empathy:
So I think it’s made me try and be more aware of my interactions with people.
Umm, a little more compassionate, empathetic . . . stronger in a sense that I can
feel like my skills are, . . . you know, I’m sharpening my skills. Each time I go
through, I find something better that I can do.
Cassidy also felt the difficult experiences in patient care she encountered helped her to
be a stronger person and a more skilled clinician in being able to “watch for the little
things” that may otherwise go unnoticed. She also felt her experiences increased her
compassion and ability to help families going through similar circumstances:
I feel like it’s made me a strong person to have to go through some of these
situations. It’s made me a stronger person and it helps me—even though they
are bad experiences. It helps me to help other families that may go through
situations. I think having the different situations I’ve gone through have
helped me help other families that have to go through the same thing. But it’s
made me a better person to be able to support those families . . . to be more
caring. And also, I think you go through situations like this and see things
happen, and I think it makes me a stronger nurse to be able to watch for little
things that maybe wouldn’t be picked up on because you had to go through
situations and see things that happen.
I feel like I’ve always tried to be compassionate to the families, but I think
little experiences like losing a baby has also helped me be stronger, too. Just
because every time you go through something like that you don’t want
someone else to go through something like that, so you are trying to be more
compassionate and sensitive to different situations. Everybody’s different on
what they . . . certain people are really sensitive—to some people the stupidest
things—but to that family it’s huge.
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For Darlene, the impact of her experiences helped her to “look at the positive” and
remember not to “beat herself up” as a result of events: “Umm, I try to look at the
positive. I just try to be really positive and know that life goes on. Sometimes you
can change things and sometimes you can’t. Don’t beat yourself up for it.”
Some participants discussed the meaning and impact of difficult experiences in
terms of the inspiration they received in witnessing patients going through their own
hardships. In Ralph’s words:
You can feel bad and tend to let fear run your life, or you can teach what you
preach—you know—and get back out there, and don’t let fear run your life.
That’s part of it. You know a lot of it is, too, you know bad things happen.
We’re in a field where we are constantly taking care of things that happen to
good people. Bad things. You watch how they overcome it. And I think of all
the patients I’ve helped through as they’ve been diagnosed with cancer or
some terminal illnesses and watching them fight through it. You know?
During this little battle, which was nothing compared to what some of them
have gone through . . . just kind of think, “Well, there are other people who
have gone through this, and there’s no reason why I can’t go through it and
overcome it.” So, but it really was what I was supposed to do. There was
never any question about being done or giving in to it. You just went on.
Anastasia also discussed the inspiration she received in witnessing the trials some of
her coworkers overcame:
You know, I always think about I’m really not having a bad day. You know?
I’m grateful, I’m more grateful being a nurse. Even looking at some of your
colleagues. You know? And you get to know them, and some of the
challenges and things that go on with them. You think, “Wow, I’m just not
having that bad of a day today.”
In discussing her experiences in the neonatal ICU, Darlene described witnessing the
unwavering dedication of a father and the inspiration and strength she gained in being
able to continue forward in patient care as well as her career:
There were times when I really thought her dad was going to have a stroke. I
mean he’d come in there and. . . . It’s always so hot in our unit, because we
keep it really warm. He’d be sweating profusely. This would be after she
coded, and they would come in and sit there and talk to her and stuff. And I’m
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like, “Holy cow, if they can do that, I can do this.” You know what I mean?
And so that’s how I think I got through it. I’m like I’m still learning things,
and thought, “If they have that much strength to pull through, then I have
enough strength on this side to help them with that.”
Several of the participants discussed the meaning and impact of experiences in
terms of insights gained related to how quickly life can change. They commented on
not “taking anything for granted,” “making every day count,” and understanding how
“life can change on a dime.” For Ralph, these insights came in connection with an
experience where a patient physically assaulted him until he was unconscious. As a
result, Ralph sustained a traumatic brain injury:
You know, because it was just one of those things that you don’t realize how
quickly your life can change—in a blink of an eye. You know, a lot of it is
too, you know, bad things happen. We’re in a field where we are constantly
taking care of things that happen to good people. Bad things. It really made
me think how quickly your life can change. One minute I’m going in and
leaning over a patient just trying to reposition him to make him more
comfortable, and the next minute I’m totally the patient. And umm, you know,
it was . . . but again. . . . You think about how quickly that affected your life,
affected my family’s life.
Susan reiterated similar feelings in connection with her experiences—particularly
related to the idea that life can change “in a split second.” She discussed treasuring
every day:
I would say that you have to treasure every day, because you never know when
things are going to turn and just in a split second your life could be changed
forever. So, you have to value this beautiful sky that you see, and um, the
family that you have. Yeah. It’s like every day is a gift. We get so caught up
in all the stress of every day that we forget these things sometimes.
Further, in relation to her experiences in the neonatal ICU Cassidy also echoed the
idea of the possibility that life can change in an instant, and not taking things for
granted:
I thought, “What did I get myself into working here?” Because you get so
attached to those families and to those babies, and to have something like that
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happen after getting to know this mom and this baby for so long . . . I feel like
that was one of the most difficult things that I’ve had to go through. It made
me realize, don’t take anything for granted in life, that’s for sure. You just
don’t ever know. Every little moment she had to hold him and love him, she
thought of. You just don’t ever know. You think that’s it’s just the sick ones
that something’s going to happen to, but you don’t ever know.
In relation to her experiences in the ICU, Sophia also noted how life can “change on a
dime.” She described her feelings of not taking things for granted by recognizing that
her values had changed, and she learned to cherish “time more than money.”
Um—Well, that experience, or many others that came afterwards . . . that
related to trauma per se, was how life can change on a dime. And that you
really have to celebrate the temporary. I think probably I realize that my
values are different a little bit. Like, time is more valuable than money. And
celebrate the temporary. Celebrate your relationships. Seize the day.
As a result of encountering difficult experiences in patient care, participants
also discussed the ideas of treasuring family, loving family members, and making
every day count. In Cassidy’s words:
It made me realize that more. Every day counts. You just have to take that
time that you have every single day to make it count, because you don’t ever
know when something’s going to happen. So, it impacted me that way—that I
wanted to go home and love my kids more and tell them how much I love
them, because you just don’t ever know when something’s going to happen.
Susan said, “You treasure your family. You see these horrific, um, situations and you
go home and you just love on your family, because you know how important they
are.” Anastasia reiterated this sentiment:
I think I make sure I tell the people that I love, that I love them. I try not to go
once a month and say it, or “Oh yeah, at Christmas time I always tell you how
much. . .” I mean I really try to do that because ya never know. Right? And I
only have one son, so he’s like my little precious, and if something happened
to him—whoa—it would be hard.
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In relation to Carly’s experiences in the emergency room, she commented:
The six-day-old . . . that really rocked me—that was hard. I think I had a
young child at home and I just went home and I hugged him, and held him.
And he’s like, “Stop kissing me mama.” No. No, I’m not. I’m going to hold
you and love you. I guess that’s mostly how I cope is I go home and just
smother my kids and my family with love. I love my kids more.
Carly continued by expressing how she values life and feels compassion toward
others’ difficulties:
And it makes me value life. It makes me more compassionate towards trials
and difficulties that people I know are going through. It makes you want to not
say the wrong words. You know, everyone says, “Oh, it was meant to be, or
everything will be alright, or you can just have another one.” Woah, you don’t
ever say that. “You can just have another baby. . . .” Because we don’t want
another baby. We wanted this baby. That’s why we had this baby. You
know?
In connection with Carly’s comments regarding valuing life, other nurses also
discussed an increased ability to have a greater understanding of others and their trials
as a result of their experiences. They also learned to appreciate life, value life, and
appreciate “the positive.” In Monica’s words: “Um, I think it makes me appreciate the
positive things I have like my health, good family relationships—friends. And how
lucky you are to be healthy.” Molly also felt her experiences in the emergency room
helped her to appreciate various aspects of her life and to accept people from “all
walks of life”:
I mean just working in the ER [emergency room] and seeing experiences like
this, I think really shows me all different aspects of life and people and . . . I
don’t know . . . I always say working in the ER makes me feel very normal.
When people ask me, and they are like. . . . Just because—I guess it’s kind
of—it’s definitely made me appreciate what I have and my health and. . . .
Um, yeah I guess my health and also my mental health. So, I think it’s kind of
made me—I understand—I guess I’m really someone who understands people
and their trials and their . . . hmmm. Things like that.
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Um I think also acceptance. I think you see everything in the ER [emergency
room], all different types of people and I think that—it really helps you accept
people and that they’re from all walks of life.
Savannah felt her experiences in the neonatal ICU changed her understanding,
changed the way she looked at others, and made life more “reverent”:
Nobody could have told me. Nobody could have taught me. There isn’t any
way to put that into words until you experience those things, and then you just
have to take a couple deep breaths and realize that this is the magnitude of
emotion, and feeling that most people have, or most people go through. And it
just changes your understanding—it changes the way you even look at a child
or love anyone else, because you know they had a mother that carried them,
that loved them this much. Even the mothers that are drug addicts. Still—they
had a mother. And it made life more reverent.
Ralph also commented that his experiences “changed him” and “changed his life.” He
felt this was a universal outcome for most nurses:
No, this is something I don’t talk about very often—all the things that have
happened. You are probably one of, like, five people I actually spent time
with. There is a lot of trauma and a lot of positive, but it’s one of those fields
where you get both of everything. It really is just a fantastic career. There’s
few in the world that are like it, where you get to spend those intimate
moments with people that you don’t know. And change lives—and it changes
your life. Every experience you have in the nursing field changes your life in
one way or another whether you want it to or not. You know it’s made me
appreciate just what I have, and how little we really have to complain about in
the long run.
In summary, nurses described individual changes they experienced and
valuable life lessons learned as a result of encountering difficult events in patient care.
Related to the impact of experiences, nurses related they increased in their skills, were
more compassionate and more understanding of patients, and better able to support
their patients because of these events. Nurses gained inspiration in observing patients
and others going through difficult trials. The difficult experiences nurses encountered
helped them to appreciate life, love their family, value the good things in life, and
learn to “seize the day.”
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Resilience: Experience and Meaning
The research question was:
Q1

What is the lived experience of nurses in the clinical setting related to
the construct of resilience, and what meaning does resilience hold for
them?

In answering the question, a meticulous examination of participant experiences
was undertaken as evidenced in the preceding sections. Analysis of interview data
shed light on the answer for participants in this study. The seven themes which
emerged from the data indicated that nurses experienced resilience within the process
of positive adaptation which includes perceiving an event as traumatic and then
responding to the event accordingly. Thus the catalyst event activates the disruptive
resilience process, and participants in this study responded by individually fortifying
and protecting themselves (Theme 1) and communicating with peers and others
(Theme 2) within the context of a safe environment utilizing supportive peer resources
(Theme 4). At the same time, participants began to manage and process their
experiences (Theme 3) such that they would be able to release experiences at the
appropriate time and move forward in patient care. Within the course of processing
events, nurses gained and applied knowledge connected with their experience (Theme
5). Nurses found meaning within their experiences of resilience when they were able
to create close connections with their patients and families, which included knowing
that they did the right thing in patient care and were able to make a difference in the
lives of those they worked with (Theme 6). Nurses also found meaning within their
experiences of resilience through personal changes in their values and outlook
pertaining to the significance of life, including an increased appreciation for loving
others and taking time to cherish every day (Theme 7). The new insights participants
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obtained and the personal gains they achieved as a result of traumatic events were a
part of the outcomes of resilience nurses experienced. A further discussion of study
findings will follow in Chapter V.
Summary
Fifteen nurses with current or previous full time work experience in high
acuity clinical settings were interviewed for this qualitative study as a means of
investigating the lived experience and meaning of resilience for this population. As a
result of data analysis, seven themes emerged from the data attained in this study. The
seven themes were (a) Theme 1, Personal Fortification and Protection; (b) Theme 2,
Communication with Peers and Others; (c) Theme 3, Managing and Processing
Experiences; d) Theme 4, Utilizing Supportive Resources; (e) Theme 5, Gaining and
Applying Knowledge; (f) Theme 6, Connection with Patient and Family; and (g)
Theme 7, Recognizing the Meaning and Impact of Experiences. Each of the seven
themes were discussed in detail and findings were supported by statements taken
verbatim from interviews. The seven themes encapsulated the overall experiences of
nurses related to the phenomenon of resilience and provided a portrait of the meaning
resilience held for them. Chapter V will include a discussion of the findings as well as
recommendations for nursing, nursing education, and future research.
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CHAPTER V

DISCUSSION AND RECOMMENDATIONS

Introduction
This study was designed to investigate the “what” of the phenomenon of
resilience in nursing. Descriptive phenomenological investigation was utilized as the
qualitative methodology for exploring, understanding, and ultimately describing lived
experiences and the meaning of resilience for nurses in the clinical setting. As
presented in Chapter IV, seven themes emerged as a result of data analysis, including
personal fortification and protection, communication with peers and others, managing
and processing experiences, utilization of supportive resources, gaining and applying
knowledge, connecting with patients and family, and realizing the meaning and impact
of experiences. This chapter will include a discussion of the findings within the
context of constructivist self-development theory (CSDT) and the existing body of
nursing literature. Chapter V will also provide an overview of the contribution of this
study to nursing science and nursing education, as well as limitations of the study and
recommendations for future research.
Discussion of Findings
This study was aligned with the contemporary, salutogenic perspective of
resilience which focuses on capacities for successful adaptation and factors that
support human health and well-being (Almedom & Glandon, 2007; Kimhi & Eshel,
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2015; Pangallo et al., 2015). Although participants encountered difficult or traumatic
events in patient care, they were able to adapt to events and remain in the clinical
environment as evidenced by career longevity and total years of nursing experience
within and beyond their specialty. Particulars revealed in each of the seven themes
demonstrated features of nurses’ experiences which played a role in fostering
successful adaptation and promotion of the health and well-being of nurses who
worked in high acuity units, such as the types of communication utilized and positive
aspects of the clinical environment. As discussed in Chapter II, there has been much
debate in resilience literature over the years concerning resilience as a process,
outcome, or trait. The seven themes which emerged from the data provides evidence
for both a process (fortification, self-protection, communication, connection) and
outcomes (recognition of impact, changes in values, increases in skills) associated
with nurse experiences of resilience in the context of adaptation to traumatic events.
The CSDT was developed as a framework for conceptualizing the process of
individual adaptation in response to trauma/traumatic events. As noted by McCann
and Pearlman (1990), “the theory is interactive—that is, it focuses on the person and
the environment” (p. 10). The social and cultural context related to events is
extremely important, and this was true for participants in this study. Nurses discussed
the critical nature of being able to receive support from coworkers, physicians, and
managers in a safe and constructive unit environment (Theme 4).
Individual Adaptation and
Experiences with Resilience
According to the CSDT, when individuals encounter a particularly difficult or
traumatic experience, the process of adaptation begins. The CSDT provides a
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framework for understanding how these elements of nurses’ experiences help to foster
positive adaptation. When nurses encountered events they perceived as threatening to
their core stability, which included psychological needs such as safety,
trust/dependency, esteem, power, independence, and intimacy, the event was
“psychologically shocking” (McCann and Pearlman, 1990, p. 59). In this case,
participants responded to these events by engaging in activities to protect the self
(Theme 1). Nurses protected themselves emotionally by creating an emotional shell or
wall during the event and then were able to find a release or outlet for their emotions
at “the right time” and in a “safe place” through communication and other self-care
activities. McCann and Pearlman (1990) asserted that “emotionally significant
schemas” (p. 62), or those connected with central psychological needs, are more
vulnerable and can be affected or altered by the experience. Thus the fact that nurses
were able to identify that the experience was emotional for them and protect
themselves accordingly was a first step in self-protection and positive adaptation to the
event. The next step in positive adaptation began when nurses were able to reach out
to others by communicating about events (Theme 2). Communication provided the
opportunity for nurses to begin to process experiences (Theme 3) and to receive
support and strength from others in their environment (Theme 4). If nurses were not
able to engage in self-protective activities and/or receive support from others through
communication and other means, participants alluded that adaptation may be
associated with negative outcomes such as burnout, job dissatisfaction, and intent to
leave the unsupportive or destructive environment.
McCann and Pearlman (1990) asserted that “for some individuals, a traumatic
experience can lead to reappraisal of priorities and values which may result in positive
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life changes” (p. 63). Evidence for this is found in Themes 5, 6, and 7 of participant
experiences wherein nurses provided statements such as, “It made me realize. . . . You
just have to take time to make every day count, because you don’t ever know when
something is going to happen” (Cassidy), and “It made me value life. It made me
more compassionate towards trials and difficulties that people are going through”
(Carly). McCann and Pearlman also emphasized that individuals search for meaning
within their experiences (Theme 7). This idea is underscored repeatedly in trauma
literature. As Savannah searched for the meaning in her experiences, she commented
that ultimately for her “it made life more reverent.” The fundamental question an
individual may ask oneself is, “Why did this happen to me” (McCann & Pearlman,
1990, p. 63)? Although participants in this study may not have consciously asked
themselves this question, they, as others, sought to understand causality within the
context of their experience. Evidence of this is provided in the types of
communication nurses engaged in which included debriefing of events in an attempt to
discover what went well, what did not go well, what was learned, and what could be
learned to improve future outcomes (Themes 2 and 5). As Anastasia discussed her
experiences in adapting to the unexpected loss of a mother during surgery and her
search for meaning and causality connected with the event, she described the mental
and emotional “processing and reflection” she went through. Ultimately, she decided,
“I think we should learn from that. I think we need to talk about what should have
been done.”
Another important aspect of positive adaptation to traumatic experiences
involves hope. A feeling of hope is “the positive outgrowth” (McCann & Pearlman,
1990, p. 65) of exposure to trauma. Although the outcomes of a particularly difficult
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experience in patient care may not have been positive in and of themselves (as with a
patient’s death), the experience became positive if nurses felt they were able to make a
difference in the lives of their patients and families and thus have a sense of hope for
the future (Theme 6). Participants expressed their feelings related to hope and
optimism for the future with comments such as, “That’s what it’s all about. When you
can touch lives in this field it is unbelievable” (Ralph), “I can go home happy because
I realize my job makes a difference” (Cassie), and “I think that’s how I felt at the end
of it. . . . We did a lot of good. We improved patients’ lives” (Suzy).
The Catalyst Event and
Experiences with Resilience
As discussed in Chapter I, resilience was defined as the capacity to adapt and
thrive amidst adverse working conditions (Kim & Windsor, 2015), and adverse
working conditions were defined as those which included negative, stressful, or
difficult situations—those which included episodes of hardship in the occupational
setting (Jackson et al., 2007). The antecedent to resilience is a significant adversity or
trauma, which is part of the “disruptive resilience process” (Fleming & Ledogar, 2008,
p. 12). Nurses who participated in this study shared experiences which included
adverse and disruptive events (catalyst events) such as verbal and physical assaults by
patients; verbal, emotional, and physical abuse by physicians; ethical dilemmas such
as patients who were kept on life support for months or years; infants who died and
infants who came back to life after being dead; and patients with extreme conditions
or severe trauma—such as a head wound caused by a chainsaw. In Ralph’s
experience:
I was caring for him, and the next thing I know it was a kick to the back of the
head. And that’s really about all I remember. But other people told me we
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fought. He broke through all restraints, pinned me down, used my head as a
soccer ball, and sent me into a whirlwind where I spent six months going down
to the U [University Hospital] for neurology appointments and trying to get
back into work.
This is one example of the kind of traumatic events nurses encountered in the
clinical setting. Furthermore, there were often multiple layers to what constituted a
difficult experience or traumatic event for nurses. For instance, a particular
experience might include several adverse components such as lateral violence by other
staff in addition to serious ethical dilemmas, as well as other elements that would
normally be considered graphic and shocking. As an example, Cora related an
incident in the intensive care unit (ICU) which involved performing cardiopulmonary
resuscitation on a patient with an open abdomen. She commented that the patient’s
blood was spraying all over her during chest compressions, and she was “covered in
his blood” when the wife came in. That aspect of the experience alone would have
been upsetting. And yet, for Cora the features of the experience which were most
distressing for her pertained to the ethical dilemma of knowing another nurse had
made grave errors in patient care which ultimately led to the patient’s death at that
moment in time, as well as the lateral violence she experienced as a result of reporting
the event. In her words:
And it was this patient who had come who was really, really sick. Um, had an
open belly, which for this small community hospital was like a really big deal.
Like we didn’t ever have patients with open abdomens. And he was extremely
septic. The family was planning on withdrawing care in the morning, and so
the only nurse that had been open to take that admit was a nurse that he . . .
we’d had issues with him in the past because he was . . . I mean lazy. And I
don’t mean that to sound judgmental, but he just—he was. He was the one to
sit at the nurse’s station, and the rest of us would take care of his patients. So,
I walked past the room and I saw this blood pressure, and I saw him running
from one side of the bed to the other. So I run in and I’m like, “What is going
on?” He’s like, “I don’t know.” So I looked at his pumps, and he let his

162
norepinephrine run completely dry. It was air in the line, like all the way
through the whole thing. And this patient was extremely septic.
This nurse—he killed someone. He’s not safe to be an ICU [intensive care
unit] nurse. This is unacceptable. Yeah, this person was probably going to
pass away anyway, but we don’t get to make that call by being lazy. You have
to be thinking ahead. Anyway, and so it totally got swept under the rug. And
um, like I still—I still am disgusted because it was so unfair to that family.
And the wife came in right at the end of the code, and she just was sobbing on
her husband’s body. And I was like—I just remember being covered in his
blood because he had an open belly, and I was the one doing compressions.
So, every time I did compressions the blood is like spraying all over me,
because the back pack had clotted off at that point. Anyhow, so it just—it was
like a really difficult experience because it just felt so unfair.
And the thing that upsets me was I heard the nurse and doctors saying, “Well,
it’s not a big deal. He was going to die in the morning anyway.” But, I was so
upset because it’s like, you know, this family had set up . . . they wanted their
daughters to be there. They wanted to withdraw care in the morning. That was
their choice. This person. . . . If the family had not decided to withdraw care,
maybe this person would have survived? I don’t know. You know? And so I
wrote it up as a sentinel event and um . . . like nothing happened. The entire
thing got swept under the rug. Like, 100% got swept under the rug. And then,
um, because I had been the one to write it up. . . . Sorry, I might cry.
According to the CSDT, individuals experience trauma when they are
“exposed to a non-normative or highly distressing event or series of events that
potentially disrupt the self” (McCann & Pearlman, 1990, p. 6). As with Ralph’s and
Cora’s experiences above, events shared by participants were certainly non-normative
and highly distressing. Individuals viewed events as traumatic if the event threatened
the psychological core of that person, and if the person perceived that the event
exceeded their resources and abilities to meet the demand. Further, as with Cora’s
experience, the manner in which each individual responded to trauma was unique.
Examination of Cora’s experience, within the framework of the CSDT, provides an
understanding of the way that Cora cognitively processed the event. Cora’s
processing was unique to her. It is possible a seasoned ICU nurse may not have found
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Cora’s experience distressing at all. Cora’s appraisal of the event was based on
existing schema which included beliefs about herself as a relatively inexperienced
nurse, as well as experiences and expectations related to her coworkers who were
viewed as unsupportive and eventually hostile after the event.
I just felt like I wasn’t educated on anything I see. I wasn’t prepared, like I
feel was appropriate.
I was totally ganged up against by the whole night shift because they were, like
this crew that worked together for a really long time, so they were really mad
that someone had written it up. And they. . . . One accosted me in the hall
saying that I had made up all this information and that he was there. And I’m
like, “That’s—No. I didn’t make it up. I said exactly what happened.”
Her view of the nurse as being “lazy” also influenced how she processed the
experience as a whole. Additionally, being relatively new in her career when this
experience occurred, her self-capacities which regulated her self-esteem and her egoresources which regulated her interactions with others were not as strong as she stated
they became later in her career. These factors played a role in the vulnerability she
felt related to the lateral violence inflicted by her coworkers. In fact, she provided a
second example which demonstrated this:
Because earlier in my career that would have crushed me, someone thinking
I’m lazy and saying those sorts of negative things. I had to sort of think
through how she perceived it and just say, “No, I’m doing what I’m supposed
to be doing, but like thanks for the feedback.”
Cora’s psychological needs for safety, trust, and esteem had been disrupted by
this event and contributed to her perception of the event as traumatic. Further, she was
not able to rely on supportive colleagues in a supportive unit environment (Theme 4).
Consequently, she eventually ended up leaving this ICU and transferring to another
ICU. As delineated by the CSDT, all experiences are encoded into the individual’s
memory by means of the imagery system of memory, which includes vivid sensory
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impressions and strong emotions. Cora opened the interview by describing her
personality as “Type A” and an “adrenaline junky” who “loved working in high stress
situations.” She stated, “I can be aggressive when necessary.” However, as soon as
the interview progressed to discussion of her chosen experience, her first words were,
“So, I might cry”—which she did. In fact, she began her discussion with those words
and closed her description with almost the exact same phrase stating, “Sorry, I might
cry,” thus illustrating how powerful the emotions associated with the experience
were—even years later.
Growth and Thriving in Experiences
with Resilience
Carly shared an experience relating to a particularly difficult event encountered
while working with a family in the neonatal ICU:
And this baby ended up coding a couple more times. The dad’s sitting in there
in a chair saying, “Don’t you leave me—don’t you leave me. . . .” You know?
Yelling and calling him by his name, and saying, “You can’t leave us.” And
the mom’s going, “Stop.” And the dad’s saying, “No, you don’t stop.” So
they were bickering between each other. Mom couldn’t handle the fact that we
were doing all this to her baby, and the dad couldn’t handle the fact that we
were going to stop, and that she wanted him to stop.
Carly continued by discussing that she spent the rest of her day helping the family
with the grieving and mourning process. She assisted them while they held their baby
and gave him his last bath. In describing the experience, she said, “It was hard. Lots
of tears were shed. You know? You grieve with the family, too.” In connection with
this experience and others, Carly described the personal growth and insights she
gained in connection with difficult events including increased compassion, greater
empathy, and augmented skills. She said,
So I think it’s made me try and be more aware of my interactions with people.
Umm, a little more compassionate, empathetic, and stronger in a sense that I
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can feel like my skills are . . . you know, I’m sharpening my skills. Each time I
go through, I find something better that I can do. It makes me want to be the
nurse that’s there. You know what I mean? There’s plenty of nurses out there
that are like, “You take it.” You know? I want to do the 24-weeker. I kind of
feel like I don’t know . . . I would give it my all, and that’s how I’ve. . . .
Yeah, I’m a good nurse. And I know that I am. And so I’m confident to know
that the baby would get good care.
The CSDT asserts that exposure to traumatic events requires accommodation and
modification in schemas as these experiences temporarily disrupt the individual’s
psychological growth (McCann & Pearlman, 1990). However, resilience, including
resilient reintegration, is the positive outcome of an individual’s adaptation to an
adversity or trauma, and this reintegration occurs “when one experiences new insights
and growth as a result of disruption” (Fleming & Ledogar, 2008, p. 12). Traumatic
events can become the catalyst for positive self-development and post-traumatic
growth (associated with Themes 5 and 7). As illustrated above, Carly described her
own growth as a result of this experience. She described herself as “stronger” with
sharpened skills. She commented that she grew in her own confidence of knowing she
did her best. She also remarked that she came to the realization that she “helped
somebody,” and her intimate connection with the parents became an extremely
rewarding part of the experience (which was a part of Theme 6).
Ralph also alluded to the personal growth that can occur in nursing despite
encountering difficult or traumatic events. In Ralph’s words, “I absolutely love
nursing. I find that there’s constant growth, and your knowledge is always
expanding.” Gains in insights, learning, and personal growth are also associated with
thriving. Theme 5 of gaining and applying knowledge is an indication of the learning
and personal growth that occurred within these participants. In addition, as outlined in
Chapter II, psychological thriving includes gains in confidence, skills, knowledge,
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hope, faith, and trust, as well as a sense of connection and sense of security in personal
relationships (Carver 1998; Saakvitne et al., 1998). Evidence of thriving, resilient
reintegration, and post-traumatic growth is found in statements such as, “I learned how
to have more faith in myself” (Cora), “You felt confident enough to do that again”
(Ralph), or “I’m sharpening my skills” (Carly). Other examples include the sense of
trust nurses built and felt with their coworkers: “We had great friendships and trusted
each other” (Suzy), “You trust your coworkers” (Carly), “They were people you
totally trust” (Anastasia), and “You have to have somebody there that you trust, and
say, ‘Let’s do this—come on’” (Ralph). Further, comments such as, “It’s something I
love—I absolutely love nursing” (Ralph), “The wonderful things nursing allows us to
do,” “I love it,” “I get excited” (Anastasia), and “It’s amazing” (Anastasia, Cassidy,
Suzy, and Carly) typify the vitality these participants were able to experience.
Career Longevity in Experiences
with Resilience
Ultimately, both individual development and adaptations to trauma are
processes of change. Individual growth and progressive development occurs through
the balance of assimilation and accommodation, which results in cumulative
differentiation and maturation of psychological systems. Despite encountering
traumatic events, all 15 participants were able to adapt and continue their work in the
clinical setting. Cora, Ralph, Abagail, and Susan did leave the unit where they were
working to work on other high acuity units due to disruptions in trust, esteem, and
safety, but all four remained in direct patient care. Findings from this study
demonstrated that that utilization of supportive networks/resources/connections,
including support from coworkers and a supportive environment, were both essential

167
aspects which allowed nurses to positively adapt and cope effectively with traumatic
experiences and thus remain in the clinical setting. Nurses used terms such as
“difficult,” “very hard,” and “traumatic” in describing their experiences, and they were
able to connect what factors helped them positively adapt and continue forward in
their career. As noted by Almedom and Glandon (2007), “Resilience cannot be
measured in isolation from its context of generalized resistance resources, including
social support” (p. 140). Utilization of supportive resources and connections formed
with patients and families were both significant factors in individual adaptation and
the process of change nurses experienced. In the words of Ralph, “It changes you – it
changes your life.”
Study Findings in Relation to Existing Literature
Qualitative explorations into nurse experiences with resilience via
phenomenological investigation are few, though there have been three well-known
studies published over the last decade. This section will provide a comparison of
findings from my study in relation to findings from these researchers. In 2007, Ablett
and Jones conducted a study utilizing interpretive phenomenological analysis which
included 10 palliative care nurses in an effort to describe hospice nurses’ experiences
of work. This research aimed to determine characteristics of nurses’ interpersonal
style that contributed to resilience and a sense of well-being. Results of the study
generated 10 themes pertaining to experiences of resilience that included some
elements which were parallel to my study. The following list includes a comparison
of study similarities based on themes:
1. Theme 1. An active choice to work in the setting they did (palliative care).
Comparison with my study: Although a theme did not emerge in my study
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connected with this idea, the background information for participants
contained comments wherein nurses alluded to personal choices which led to
work in their selected high acuity setting.
2. Theme 2. Past personal experience influenced care-giving. Comparison with
my study: There was a parallel element to this finding in my study related to
Theme 5 of gaining and applying knowledge. Nurses related using their
experience and intuition in caring for their patients.
3. Theme 3. Personal attitudes toward care-giving: making a difference in the
lives of their patients. Comparison with my study: Participants expressed
similar attitudes (Theme 6—connection with patient and family). For
example, Cassie stated, “I realize my job makes a difference.”
4. Theme 4. Personal attitudes toward life (and death)—A “heightened zest for
life” (Ablett & Jones, 2007, p. 736). Comparison with my study: This theme is
in alignment with many of the ideas from my identified theme of recognizing
the meaning and impact of experiences (Theme 7), including appreciating life,
valuing life, and a desire to seize the day.
5. Theme 5. Awareness of own spirituality. Comparison with my study: This
theme is comparable to my Theme 3 of managing and processing experiences
which included a component of spirituality.
6. Theme 6. Attitudes toward work—commitment/being in control. Comparison
with my study: There was no overt parallel in my study with this theme.
7. Theme 7. Aspects of job satisfaction. Comparison with my study: Participants
expressed similar feelings. Suzy stated, “I was always satisfied in my job even
in these high stress times.”
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8. Theme 8. Aspects of job stress. Comparison with my study: Participants
expressed similar feelings. “These situations are so incredibly stressful and
chaotic” (Susan).
9. Theme 9. Ways of coping that included “offloading to colleagues, the use of
humor, having a healthy work-life balance, and having good social networks”
(Ablett & Jones, 2007, p. 737). Comparison with my study: These findings
relate to elements of three of my identified themes—communication with peers
and others (Theme 2), personal fortification and protection (Theme 1), and
utilizing supportive resources (Theme 4).
10. Theme 10. Personal/professional boundaries which distanced the nurses from
emotional distress in working with patients. Comparison with my study: This
finding is in alignment with personal fortification and protection (Theme 1),
which included emotional identification and self-protection.
As a result of these findings, Ablett and Jones (2007) recommended staff
training and support that fostered resilience and included promoting a sense of
commitment, control, and challenge in the workplace. Interestingly, the authors also
suggested providing nurses with “the opportunity for reflective practice that may
enable staff to acknowledge the emotional impact of working in end of life care” (p.
739). Comparatively, discoveries from my study strongly support the Ablett and
Jones recommendation as nurse experiences with resilience were strongly connected
with their ability to identify emotions and eventually release those emotions in a safe
environment.
In 2008, Hodges, Keeley, and Troyan conducted a study of professional
resilience in baccalaureate-prepared acute care nurses. In contrast, this study included
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11 new bachelor of science in nursing nurses who had at least one year of work
experience in an acute care setting such as labor and delivery, mother–baby,
emergency room, neonatal ICU, medical adult care, and telemetry. Using Giorgi’s
descriptive phenomenological method, the authors uncovered three major themes
which included six subthemes: learning the milieu (learning the culture and learning
registered nurse [RN] skill sets), discerning fit (sensing discrepancies and
reconciliation), and moving through (turning points and street smarts). It was evident
from study findings that experiences of resilience for newer nurses were quite
different than those of veteran nurses in my study (those with five or more years of
experience), although there were a few similarities:
1. Finding: New nurses learned to ask questions. Comparison: Experienced
nurses collaborated for validation of their assessments, actions, and feelings
and learned to ask for help (Theme 2, communication with peers and others, as
well as Theme 4, utilizing supportive resources).
2. Finding: New nurses learned how to communicate effectively and deal
confidently with physicians. Comparison: Experienced nurses continued in
this process as with Suzy’s example: “I mean he flipped his lid on me that day,
and I established my boundaries with this physician.”
3. Finding: New nurses processed personal reflections. This included
“satisfaction derived from patient care, knowing that one can make a
difference, and a strong spiritual belief appeared to be the driving forces
facilitating this process” (Hodges et al., 2008, p. 85). Comparison: The
findings were similar for the experienced nurses in my study, although new
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nurses were just beginning to determine their fit within the culture; whereas,
experienced nurses were already much farther along in the process.
4. Finding: New nurses progressed in their confidence and competence related to
managing the unexpected situations that arise in everyday clinical practice.
They commented: “This is my job, and I know how to do it” (Hodges et al.,
2008, p. 86). Comparison: Veteran nurses had progressed further along in the
continuum to the point where they loved their job and thrived on the challenge
high acuity nursing provided. In the words of Cora, “I guess I’m also kind of
like an adrenaline junky a little bit. I loved responding to codes and I loved
working that really high stress situation.”
In comparison with my study, most of the distinct differences in this study
were related to the differences between new nurses and veteran nurses in emotional
processing, skill level, cultural knowledge, and ability to manage patient load and
complex patient care. However, as with my study, the authors discussed trajectories
of personal growth and development of protective behaviors including confronting
others—as with lateral violence. New nurses learned to “look for the good in their
work” (Hodges et al., 2008, p. 86), while veteran nurses in my study continued in this
behavior. New nurses were invested in learning which environments and individuals
were “safe” (Hodges et al., 2008, p. 86). Veteran nurses in my study were also
mindful of the importance of supportive coworkers and safe environments in
connection with their experiences of resilience.
Finally, in 2011 Kornhaber and Wilson conducted a descriptive
phenomenological study with the purpose of “exploring the concept of building
resilience as a strategy for responding to adversity experienced by burns nurses” (p.
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481). The study included interviews with seven nurses who had a minimum of three
years of full time burns nursing experience and were currently working full time in
that setting. Data analysis revealed six themes: toughening up (theme one), natural
selection (theme two), emotional toughness (theme three), coping with challenges
(theme four), regrouping and recharging (theme five), and emotional detachment
(theme six). Some of the findings were comparable to my study. First, three of the
themes in this study including toughening up (toughening up emotionally or becoming
hardened), emotional toughness, and emotional detachment were directly related to
my theme of personal fortification and protection—specifically, emotional
identification and self-protection. All three of these themes centered on the process of
emotionally detaching from difficult experiences in patient care. This is directly
parallel to my participants’ comments related to building a wall or compartmentalizing
their emotions so they could continue forward in patient care. Second, the theme of
regrouping and recharging—or stepping away from the situation/taking a break—is
similar to the self-care activities discussed by my participants. Participants in both
studies discussed time off, exercise, and other recreational activities as a means of
recharging before returning to work.
The one main difference with this study was the theme of natural selection, or
a survival of the fittest mentality, meaning that nurses who could not handle burns
nursing would leave the specialty. Although there was not a similar theme connected
with my study findings, one participant did express a related sentiment which was
very interesting. Susan said,
There are new nurses that really struggle, and I feel really bad for them. It’s
hard. Senior nurses want to. . . . They want competent nurses that they don’t
have to be responsible for all the time. So I understand all of the dynamics.
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Maybe this is a weeding out process where it’s like we’re just going to have
the best of the best, because those are the ones that will survive. You know?
Kornhaber and Wilson (2011) also discussed the importance of “the team” and that
multidisciplinary team support was “the greatest asset” (p. 486) to burns nurses. This
idea was echoed by participants in my study. The authors also felt that when
considering the question of “why some nurses stay working on a (burns) unit and
others leave,” nurse researchers must consider the characteristics of resilience “as one
possible reason for this phenomenon” (p. 486). I wholeheartedly concur with this
statement.
Contributions to Nursing Science and Nursing Education
As demonstrated in the previous section, findings from this study add to the
body of nursing literature regarding the manner in which nurses experience resilience
in the clinical setting and the meaning resilience holds for them. Details within the
seven themes which emerged from data analysis were congruent with many of the
findings from other nurse researchers and increase the body of nursing knowledge
related to factors associated with experiences of resilience. For example, in exploring
the feasibility and acceptability of a training program for ICU nurses, Mealer et al.
(2014) incorporated elements of education, written exposure therapy, mindfulness
stress-reduction techniques, exercise, and event-triggered counseling sessions in an
effort to enhance nurse experiences with resilience. The authors found these elements
did indeed contribute to increases in resilience scores for nurses. In alignment with
discoveries from Mealer et al. (2014), findings from this study support the notion that
it is important for nurses to have the ability to express beliefs and emotions related to
traumatic events either through written word or through communication with
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supportive coworkers and others, including professional counselors. Expression of
beliefs and emotions connected with events allowed nurses the opportunity to begin to
process and manage their experiences, with the goal of ultimately releasing their
experiences and moving forward. Moreover, the theme of personal fortification and
self-protection provides additional insight into the significance of nurses engaging in
self-care activities designed to reduce personal stress such as exercise programs,
meditation, or mindfulness programs.
Further, this study provides relevant information for building pedagogies and
approaches intended to strengthen nurses working in adverse clinical environments.
In areas where supportive resources and avenues for communication are lacking, these
elements can be augmented. Ideally, education intended to foster resilience for nurses
would begin during nursing school and bridge over to the clinical setting. Nurse
educators must design educational/training programs which help nurses understand the
process of individual adaptation associated with experiences of resilience. Education
can be constructed to help nurses learn to identify elements of an event which
contribute to perceptions of an experience as being traumatic and recognize factors
associated with positive adaptation and increased opportunities to experience
resilience.
Study Limitations
The first potential study limitation applies to the sample size and sample
characteristics of the 15 nurse participants. While this sample size was appropriate for
qualitative research and data collection progressed until saturation was reached, one
can never be sure the full range of information pertaining to resilience has been
obtained without interviewing the entire population of nurses. Theoretically, there is
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always the possibility that the last person interviewed will reveal new information
relating to the phenomenon of resilience. Other limitations related to sample
characteristics include the following:
1. Fourteen of the 15 participants were female, one was male, and all 15
participants were Caucasian. No other ethnicities or nationalities were
involved. Hence the demographic for this study was not entirely representative
of nurse populations in Utah or in other areas of the United States. While
resilience has been identified as a human phenomenon across cultures, there is
the possibility for ethnic, cultural, and gender influences relating to
experiences of resilience for nurses across the nation.
2. Further, 11 of the 15 participants were above 40 years of age. Maturity and
knowledge typically gained as individuals age may have influenced the way
participants experienced resilience and thus impact study data and findings.
3. Additionally, most participants had a great deal more than five years of
experience. Total years of RN experience ranged from 8 to 38 years, with an
average of 21.6 years. Also, years of RN experience in the specialty area
ranged from 7 to 36, with an average of 17 years. It is possible that the
advanced nursing experience of participants influenced results as the majority
of participants were most likely expert in their specialty.
4. Finally, as evidenced by the participant demographic data in Table 4, this was
an educated group of nurses. Twelve of the 15 participants held a
baccalaureate degree or higher. One-third of participants (5 of 15) held a
graduate degree. Although Gillespie et al. (2009) did not find significant
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differences in resilience for nurses related to education and age (above), there
is the potential these two factors influenced study results.
The second potential study limitation relates to the deliberate nature of
participation. Since participants volunteered to be involved in the study, it is possible
this sample population was more confident and psychologically healthier than the
general nursing population. This increased confidence in the ability to handle trauma
may have influenced study results. It is also possible that this volunteer group had
access to resources and/or personal strengths that might not be available to the general
nursing population. The third potential study limitation relates to the selfidentification process. During the recruitment process the study flyer, as well as the
informed consent document, was shared with potential participants. Since participants
self-identified as having experience with resilience, it is possible interviews might
have been conducted with nurses who did not have experience with the phenomenon.
Finally, the fourth potential study limitation is associated with study inclusion criteria.
Although these criteria were based on recommendations from previous nurse
researchers, it is recognized there is the possibility that participants had experiences
with resilience that were unique to high acuity settings, and as a result findings may
not be applicable to other clinical areas.
Recommendations for Future Research
Non-Theme Findings of Interest
There were three interesting findings from the study that did not emerge as part
of the study themes, but merit consideration. The first thought-provoking finding
discovered prior to and during various interview experiences was related to participant
feelings of being unique. When scheduling interviews, two participants commented
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that they were not sure if they would be “a good fit for the study,” since they felt they
“were not like other people or other nurses.” Three more participants reiterated
similar feelings and perceptions during the course of informal conversation as they
settled in for the interview (prior to the onset of digital audio recording). These
comments were recorded in the field notes. During her interview, Molly made several
comments that were exemplary of a few of the other participants’ feelings:
No. Just over the last week I’ve just been thinking, what does make your
nurses or critical care nurses stay and I—it kind of made me question. . . . It
really made me think about things like I feel like I am different. I don’t know
. . . I feel like I am different.
She added,
Just that it’s not as emotional to me as I know that it is for other people. I can
go home and not think about it. But the dead deer on the side of the road—I go
home and cry and I can’t sleep and I . . . so I don’t know. I really think there’s
something to people that can do it day in and day out for years.
Patty also commented about her unique personality characteristics, “Um—I’m one to
just put one foot in front of the other day in and day out kind of thing, and just plug
along. . . . My personality, I guess, is just the way I am.” Altogether, comments made
in the field notes prior to interviews revealed an emerging pattern among five
participants that it takes a certain personality, even a unique personality, to maintain
longevity working in a high acuity clinical setting.
The second interesting finding among participants was a worry that outsiders
including family, friends, and neighbors would perceive them as callous or uncaring
because of their ability to manage their emotions. Six participants stated they felt it
took more than the average experience to excite them emotionally because of the
multitude of shocking experiences they encountered while working in high acuity
clinical settings. The majority of these comments were expressed in brief statements
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either before the interview started or just after the interview had concluded. However,
threads of these perceptions were captured in a few interviews. For example,
Anastasia provided an illustration of how she feels her family perceives her reactions
to situations when they are sick or not feeling well:
And it’s funny because if you talk to my husband or my son, they’ll all say,
“Yeah, you have to have like a bone poking out, or blood squirting” for me to
go yeah, you’re sick that’s too bad. I’m like, “Yeah, you’re sick—well, you’ll
feel bad, but you’ll be okay. Have some soup, you’ll be fine.”
She continued with, “I don’t get that excited, which might not be perceived as caring
on their end because I’m like—‘No, no I’ve seen sick. Sick is like dying.’ So I think
that has probably . . . I get some of that feedback every once in a while.” Monica
stated,
Like my parents, I’ll talk to them and they are like, “Oh. We’re sick.” And
I’m like, “Yeah, I know.” I think sometimes I’m so . . . it’s not that I don’t feel
and care about it, it’s that I’m so used to it that I forget that’s not normal to be
reactive to somebody’s got cancer, somebody’s got this. And it’s not that I
don’t care, but it’s just like that’s kind of like an expectation that that’s going
to happen in somebody’s lifetime—maybe. And if you are lucky, it’s not.
Molly said,
And so I don’t . . . I think probably if I told my family that a kid died, and it
was this, and they’d be like, “That’s so sad.” And if they don’t see that
emotion from me, I almost think maybe they’d think I’m weird. Kind of judge
me a little bit or something.
Although the worry over outside judgment regarding personal expression of
emotion (or lack thereof) was a concern for Anastasia, Monica, Molly, Patty, Abagail,
and Savannah, the data did not support association of this element with any identified
themes. Nevertheless, the idea of emotional control outside of the safe environment of
the nursing unit as well as the idea that it takes a unique personality to work in high
acuity nursing areas are both worthy of consideration in future nursing research.
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The third interesting finding was related to gender. During Ralph’s interview,
he alluded to the fact that the males on his unit took on a protective role when it came
to the females they worked with and thus ended up carrying a heavier load:
Being a guy in the nursing area, I’m kind of a minority. It’s one area where
being a White guy, you are actually a minority. So umm, you know I. . . .
When it’s there, it is not only like on the floors, but whenever I was there—if
there were one, or two, or three guys on the floor with like eight, or nine, ten
ladies and all the CNAs [certified nurse assistants] were female primarily, you
know, it weighed heavy on you because you would see the types of patients
they were taking care of. Not only were you taking care of yours, you were
constantly checking on them to make sure they were safe and doing okay,
because there were times where you knew just by the type of patient—and you
would just watch them and you knew they were going to lose control. We had
a lady who was pregnant get kicked. It really scared all of us, and the guys
really took on the role of watching out for everybody. So yeah, there were a
lot of times where, maybe unfairly, the male nurses were given really heavy
loads with the really bad patients, over and over again . . . and that wears on
you, too.
While it is possible Ralph’s experiences fall into the category of a discrepant case or
event, the idea that males in nursing may carry heavier loads due to gender roles is
important to note. Carrying the “really heavy loads with the really bad patients over
and over again” could reduce experiences with resilience and increase burnout for
male nurses.
Recommendations
Nurses on the front lines of patient care face extreme challenges. They are
working on the battlefront of a chaotic and overextended healthcare system with high
patient acuities and limited resources. With 25 years of clinical experience in high
acuity nursing areas, Susan commented on the recent changes she has seen occurring:
Our culture is changing with hospital nursing. It’s new nurses. The patients
are sicker and more difficult to care for. And we’re short staffed—always.
Umm, and I just have to figure out how to help this. It’s like I don’t know
what to do. The healthcare reform has impacted us. Budgetary restrictions and
everything. It’s a really tough time to be in healthcare.
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With new nurses . . . they are always overwhelmed at first. The culture at this
time is we are hiring nurses that have no hospital experience whatsoever to
work in units that you have to . . . that’s never been done before. These are
smart, eager to learn nurses. Good people, but they are overwhelmed with the
amount of information that they have to learn. Then, the skill that they have to
perform at the bedside. So, often times they will come into my office crying
and they will just be like, “I can’t do this.” You know? It’s like—it’s a hard
time. These brand new people are trained by staff that are more experienced
and they—a lot of times our experienced staff are . . . they are struggling with
all of these new people that are being hired that don’t have experience. So,
they feel a lot of the burden. They feel a lot of responsibility and often times
may treat these new nurses offensively, maybe? They might be short with
them. They might be rude to them. It’s kind of a hard time in nursing actually.
The seven themes which emerged from the data in this study indicated that
experiences with resilience play a role in fostering career longevity as well as
individual well-being for nurses and their patients. With the ever increasing pressures
on our United States healthcare system, it is essential the profession of nursing
continue research focused on resilience and plan for increasing education in this area.
Therefore, there are four main recommendations I would make for nursing and nursing
education.
1. First, it is recommended the profession of nursing continue to prioritize
research in the area of resilience and strengthen the evidence regarding what
factors cultivate its emergence and maintenance.
2. Second, it is recommended the profession of nursing continue to explore the
idea of personality characteristics or traits that foster resilience. Participants in
this study presented the idea that it takes a unique personality to work in high
acuity nursing areas. The notion of resilience connected with certain
personality traits merits further research and exploration.
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3. Third, it is recommended the profession of nursing explore possible gender
differences that may impact experiences with resilience. The majority of
published studies on resilience in nursing have included 100% (or near 100%)
female participants (this study included). The question remains: Would study
of resilience with all male participants yield different findings?
4. Fourth, and most important, it is recommended that nursing education explore
ways of creating and incorporating effective educational/support programs
intended to cultivate resilience into the curriculum, as well as the clinical
setting, with the objective of fortifying the ability of nurses to combat the
negative effects of stressful and traumatic workplace environments.
Conclusions
In conclusion, this study gleaned insights from the stories of 15 educated and
experienced high acuity nurses related to their experiences with resilience in response
to encounters with adversity and traumatic events in the workplace. Findings which
emerged from the data confirmed that nurses experienced resilience when they were
able to (a) identify and acknowledge traumatic experiences, (b) talk about events with
others in a “safe” environment, (c) gain input and support from coworkers, and (d)
ultimately release the experience and move forward in their work. Additionally,
nurses’ experiences with resilience included personal gains in learning and skills, as
well as valuable insights about life. Further, nurses who had experiences with
resilience in the clinical setting felt an enthusiasm and love for their work, were better
able to care for their patients, and were also able to maintain longevity in their career.
In the end, identified themes from this study include elements from reality that can
inform the profession of nursing and provide a foundation for creating successful
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resilience training programs, which is, of course, the ultimate goal. The secret lies in
the strength of the group and fostering the ability of individual nurses in utilizing
supportive resources to facilitate the process of positive adaptation. One of the
noteworthy lessons learned from this study centers on the pivotal importance of a
supportive practice environment. For clinical units with high turnover or high
burnout, nurse administrators can pose the questions: Do nurses on this unit feel they
have colleague and manager support? Do nurses on this unit feel they have a safe
place to debrief and discuss events they perceive to be traumatic? Are nurses on this
unit provided with the opportunity to talk through traumatic events? Do nurses on this
unit have the opportunity to engage in self-care activities? Answers to questions such
as these may provide insight on the type of adjustments and training that could
facilitate increased experiences with resilience for nurses.
Consequently, there is significant opportunity for nursing education to
collaborate with clinical partners and lead the profession in building effective
educational training programs which begin in the educational setting and bridge over
to the practice setting. Resilience training programs for nursing students should
include increasing awareness of possible stressors in the clinical environment and
helping students learn to engage in effective self-care activities including strategies for
communication with others should they encounter an event they perceive to be
traumatic. Ultimately, it is important the profession find ways to support all nurses in
fostering individual resilience for the well-being of nurses, their patients, and society
as a whole.
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